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Of thf> 150^000 patients In the mental 
hospitals of this country more than three- 
quarters are schizophrenics. Thi$ book by 
Eke late Dr. Steinfeld is a most Important 
contribution to the diagnosis and treatment 
of schizophrenia. Believing that no disease is 
wholly physical* and none wholly mental, he 
demonstrates convincingly that attention to 
cerebral pathology is as essential as the exact 
appraisal of inental symptoms. He insists that 
patients should receive treatment during 
healthy intervals, and the methods advocated 
are based on new concepts. In describing his 
own experiments and expounding; original 
theories* I>r. Steinfeld shows a lively aware- 
ness of the objections and difficulties which 
may occur to others. He also provides 
valuable infbrnaation on new techniques and 
the use of new drags* 

The book ends with a remarkably full 
bibliography* covering British, American, 
French, Gerroax*, Austrian and Italian works 
on the subfect, and there fa a useful glossary 
of some of the newer arid more technical 
terras used. This should prove a most valuable 
and Interesting book to doctors, psychiatrists 
and all serious students of psychology* 

The author, who has an international 
reputation, was. Director of the American 
Forest Sanitarium, an institution particularly 
noted for its research in schizophrenia. His 
style is terse and lucid; his book brief and to 
the point* He analyses with precision, inter- 
spersing his matter with apposite examples. 
makes no eacaggierated dbtims. Thirty- 
iUutfrative case-histories are given. 
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". . . The predisposing fixation is to be sought in a stage 
of libido-development prior to the establishment of object- 
choice,, that is to say, in the stage of auto-erotism and 
narcissism. Paranoia and dementia praecox then, 
although manifesting themselves so late in life, derive 
from very early inhibitions and fixations. . . ." FREUD 

". . . For it is possible for several fixations to be left 
behind in the course of development, and each of these 
in succession may allow an irruption of the ousted libido 
beginning, presumably, with the later acquired fixations, 
and then, as the illness develops, affecting the original 
ones that lie nearer the starting-point. . . ." FREUD 

". . . It is in the very nature of any neurosis to turn away 
from the 'other person* and this seems to be one of the 
characteristics of the states grouped together under the 
name of dementia praecox then for that very reason 
such a state will be incurable by any efforts of ours. . . .** 

FREUD 

<c . . . In our cases the part of the mind which is split off 
is 'thrust into darkness 9 (Goethe's Faust), as the Titans 
are imprisoned in the crater of Etna, and can shake the 
earth but can never emerge into the light of day. . . .** 

BREUER and FREUD 



NO "CURE" FOR THE PSYCHOTIC 



No generally acceptable concept has been developed concern- 
ing the therapeutic and theoretical aspects of schizophrenia. 
This can best be illustrated by quoting from Bleuler's Dementia 
Praecox or the Group of Schizophrenias (i): 

"We should not forget that, even in the event that all 
our hypotheses should eventually prove correct, we would 
still be acquainted with only a very small part of all the 
mechanisms which are probably involved in the symptoma- 
tology of this disease. Conversely, it is obvious that at this 
time no one can claim to be already able to explain all or even 
the greater part of the symptoms" 

One of the more recent researchers, Bellak (2), lists in Dementia 
Praecox approximately forty possible etiological factors of 
schizophrenia, ranging from a "hypothetically completely 
psychogenic nature to a hypothetically completely organic 
nature". 

It has become general practice to treat schizophrenics with 
techniques similar to those applied in the treatment of neurotics, 
using basically the same methods. Though modifications in the 
handling of transference phenomena, adapted to the psychotic, 
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A NEW APPROACH TO SCHIZOPHRENIA 

have occasionally led to desired results, in our opinion this 
concerns patients who in the main were not in too deep a 
regressed state. Errors in such thinking will be discussed in 
detail; our feeling is that there are also socio-economic reasons 
for adhering to stricter indications in the use of psycho- 
therapeutic methods. 

From studying the publications of the various authors in this 
field, as well as from reviewing our own case records, we are 
not permitted to draw definite conclusions concerning the 
validity of analytic or psychotherapeutic approaches to the 
psychotic. Freud (3) states in his "Analysis Terminable and 
Interminable": 

u We know that the essence of the analytic situation is 
that the analyst enters into an alliance with the ego of the 
patient to subdue certain uncontrolled parts of his id, i.e., 
to include them in the synthesis of the ego. The fact that in 
the case of psychotics this co-operation is never successful 
brings us to our first definite conclusion. If we want to make 
a compact with the patient's ego, this ego must be normal." 

We here speak not of recently manifested schizophrenias, of 
cases where ego functions are still well preserved, but of highly 
disintegrated psychotics in whom the schizophrenic process has 
emted for longer times. One has to be very careful in the 
evaluation of results obtained with a patient who has been 
under treatment for years, whatever the type of treatment may 
have been. It is a well-known fact that psychosis has a tendency 
to remit even though the illness has existed for a long time. 
There is no proof, if a patient has been treated by various 
methods and finally has been recuperating, that the "recovery" 
was caused by the therapy and not by a spontaneous remission 
occurring during treatment. We never have observed the 
classical mechanism that a regressed psychotic, with the 
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explanation and "understanding" of the meaning of his 
symptoms, gained typical insight and then abandoned the 
symptoms. But it goes even further. We all have observed 
patients who apparently "understood" and recuperated during 
the process of therapy and then, after a few years, relapsed 
again, presenting the same symptomatic picture and the same 
contents as in the previous episode. In other words, "cure" 
never was produced. If insight was established, it was not to 
such a degree that it actually embraced the basic disturbance, 
the discovery of which would probably have promoted a lasting 
state of recovery. This intimates that behind the analysable 
material of a psychotic there is an inaccessible, non-analysable 
nucleus to which there is no psychological access. 

We have become increasingly convinced that for the psychotic 
there is no "cure" possible. This basic concept has changed our 
endeavours in many respects, therapeutically as well as prophy- 
lactically. What one observes is a remission with part or full 
elimination of symptoms, but with an existing potentiality for 
relapses caused either by somatic or psychological events which 
may bring the individual out of balance, often only for 
short periods, but which remobilizes the original psychotic 
process. 

Approaching the problem from the merely somatic angle, 
one may arrive also at false concepts concerning the question 
of recuperation. A contention frequently expressed is that one 
may consider a patient "cured" after he has been treated suc- 
cessfully with various organic methods, such as insulin, electro- 
shock (ECT) or with new drugs like Thorazine, SerpasU, etc. 
However, there is a need to revise this claim, since current over- 
all therapeutic results are not much better than those obtained 
in the past. Although individual hospitalization time, generally, 
now is shortened, statistics do not show much difference in 
results when compared with the time when no methods other 
than sedation and custodial care were used. One recognizes 
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A NEW APPROACH TO SCHIZOPHRENIA 

more and more that if these organic treatments are discontinued 
at the time of a remission, relapses frequently occur soon after- 
wards, and many patients who were considered symptom-free 
and "cured" have to be returned to institutions where they 
again must undergo the same treatments as before, treatments 
followed by further remission periods. 

Why one is not permitted to speak of "cure" will be 
elaborated on in the following pages. We will show that only 
by maintaining a continued therapeutic relationship and by 
administering organic as well as psychological therapy in com- 
bination, often over many years, will we obtain satisfactory 
therapeutic results and be able to keep the patient symptom-free, 
often for long periods or for the rest of his life. 

We are fully aware that these concepts are controversial. 
We are equally aware that what we are presenting here marks 
but a beginning which may well lead to modification in concept 
and to improvement in technique. However, it is our contention 
.that it is worth-while to present the problem of schizophrenia 
from this point of view in its present stage. These concepts and 
findings are made accessible to the public at this time because 
only the concerted effort of many researchers can lead to a 
solution of the problem, 

Two basic questions must be raised: first, can the core of 
the illness be attacked and modified so that the danger of 
relapse no longer exists and the once-established equilibrium 
can be kept in control, or will the core of the illness remain 
inaccessible and treatment-resistant? Second, do we find in 
schizophrenia a "superstructure" built upon the original dis- 
order, one with many-sided appearances in which organic 
symptoms as well as psychological ones interplay, but which 
are only reproductions of the original disturbance, and do these 
disturbances possess autonomous characteristics, or do they 
vanish if the basic disequilibrium disappears? Observations 
have shown that the elimination of basic symptoms as well as 
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NO "CURE" FOR THE PSYCHOTIC 

the secondary formations occur with no "therapy" adminis- 
tered, depending upon such factors as the type of illness, 
external life circumstances, intellectual sublimations, etc. In 
other instances, we see that, although the core of the illness 
has been successfully modified, certain symptoms, often only 
faintly recognizable, still persist, more or less interfering with 
the life of the patient. However, we should not allow ourselves 
to believe that a cure is effected even with the apparent elimina- 
tion of structures superimposed on the core of the illness. The 
potentiality for relapse is not abolished and often not even 
reduced. 
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TRAUMA IN THE EARLIEST STAGE OF LIFE 



THE outstanding symptom in schizophrenia is a severe regres- 
sive tendency. This regression can be of different degrees 
qualitatively and quantitatively. We observe in the schizo- 
phrenic a return to infantile behaviour, to a state which is 
called "oral". There are many speculations offered concerning 
the trauma in psychotic disorders which have fixated the patient 
on the oral level, but none of these has been proved. Traumatic 
elements are found in every psychosis, and many of these 
traumatic events are even remembered by the patient at one 
time or another. The understanding of these formations and 
their elimination quite often produce therapeutic results of 
varying degree, but from this fact we are not permitted to 
deduce that we have actually found "the primal trauma". In 
no instance known to us and in no cases presented by various 
authors has it been possible to reproduce the contents of the 
original trauma in schizophrenia with complete or even reason- 
able conviction. We agree with Kasinin (4): 

"It has been shown by Freud that regression owes its 
appearance to two factors, a fixation on some object and the 
occurrence of frustration which makes the individual return 
to earlier modes of satisfaction. We are not at all sure that 



TRAUMA IN THE EARLIEST STAGE OF LIFE 

we know the frustrations of the schizophrenic which make 
him regress to earlier libidinal ties, nor are we sure about the 
primary fixation points in schizophrenia." 

The psychotic himself has no recollection of the original 
trauma. He shows symptoms which make the observer feel 
that there must be fixations on very early stages of life, but the 
patient is in no position to remember or to interpret what his 
behaviour actually manifests. It seems that the trauma if we 
can use this word in this context which leads to schizophrenic 
behaviour must have happened in a preverbal, pre-mnemonic, 
pre-ego state, at a time when merely vegetative developments 
were of importance. The somatic correlate of this stage of life 
will be shown later. 

The cardinal difference between the psychotic and neurotic 
lies in the potentiality of remembering the trauma. It is possible 
for a neurotic to achieve a degree of remembrance of the 
traumatizing agent, it is impossible for a schizophrenic to do so. 
Whether or not a trauma can be remembered depends upon 
the stage of development in the individual's life in which the 
trauma has occurred, whether merely in the vegetative state or 
at a time when ego development had begun or was already 
advanced. Between these stages there is a wide transitional 
range which can explain numerous varieties and possible com- 
binations of the effects of a trauma. Whether or not an event 
has a traumatic effect and what form this may take, including 
its future implications, depends on the interaction of the 
trauma and the state of vulnerability of the individual when 
he encounters it. Many traumas and an individual constantly 
is exposed to them do little damage because the individual has 
sufficiently resisted them and has encountered them in a 
refractory state, as it were. 

An event of qualitatively and quantitatively the same 
traumatic force may cause the most diverse phenomena. 
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Improper feeding in the earliest stage of development, for 
instance, may cause a disturbance in the vegetative mechanism, 
then most sensitive and vulnerable. As a result, the individual 
may be conditioned to abnormal vegetative reactions. Nature 
gives a supremacy to the vegetative system at that early stage, 
the time needed for most intensive physical growth, that never 
again occurs in life. Without quoting at length the extensive 
literature concerning the ratio of growing and weight increase 
during the embryonic state and after birth, we briefly mention 
a statement of Preyer (5) as an illustration: 

"At no time after birth is such an increase in volume and 
weight accomplished as during the embryonic stage. The 
embryo doubles the body length from the fifth week up to 
birth not less than five times. Its weight increases from the 
ninth week on about eight hundred times while the new- 
born human being up to the end of his life increases its 
length not more than four times, increases its bodily weight 
not more than twenty-one to twenty-two times." 

On the other hand, in early stages of ego development 
when the individual is no longer a vegetative organism living 
in a symbiotic state, the same trauma may lead to a severe 
neurosis with depressive and hostile attitudes. In a still later 
stage of development, the same type of trauma may lead to 
character changes with clinical manifestations of a stomach 
ulcer. In many other instances, the same trauma may have no 
visible ill effect. 

Whether or not a potentially trumatic agent actually leads 
to a trauma depends on the presence of a critical intensity of 
the traumatic agent, its occurrence at a critical time, and its 
affecting a critical state or organ. This is a basic principle. If these 
conditions do not all exist in critical proportion, no traumatic effect 
wiH result from a potentially traumatic agent. 

16 



3 

PSYCHOSOMATIC PARALLELISMS: 
SCHIZOPHRENIA AND EARLIEST INFANCY 



THE schizophrenic state is characterized by excessively regres- 
sive trends expressed in a multitude of ways and by a variety 
of symptoms. However, if we trace them to their hypothetical 
origin, we will recognize a common tendency: return to the 
vegetative state, a state prior to any ego development. During 
this period, the infant is in a stage of relative decerebration. The 
myelinization of the cortex is far from being complete, while 
"the oldest tracts the ones which are first required to carry 
messages are the earliest to be medullated", according to 
Keith (6). Flechsig (7), in his Myelogenetic Brain Theory, stated 
that the myelinization, and with it the functioning of the 
rhomb encephalon (seat of the most important and vital vegeta- 
tive functions, adjacent to the medullary centres) develops in 
the first months of life and constitutes the basis of vegetative 
survival. There is a slow progression from these lower centres 
to the cortex, and not before the fifth or six month of life are 
cortical centres in a state of myelinization and functioning. 
According to Flechsig, the parts of the cortex first myelinized, 
phylogenetically as well as ontogenetically, are the frontal lobes. 
We are familiar with the paramount importance of this portion 
of the brain in regard to emotional development. 



A NEW APPROACH TO SCHIZOPHRENIA 

Broca (8), bringing another region to our attention, found 
that the brain of all mammals contains a large area called the 
"limbic lobe". MacLean (9), in "The Limbic System ('Visceral 
Brain 5 ) in Relation to Central Grey and Reticulum of the 
Brain Stem", enlarges on Broca's concept and offers an 
important conclusion: 

"From the clinical point of view, it is of interest that 
the abrupt fluctuations from sham rage to catatoniclike 
stances that can be provoked during a hippocampal seizure 
somewhat suggest an experimental counterpart of what may 
be seen in catatonic schizophrenia . . . The stimulation studies 
[of the fronto-temporal region] suggest that this region is 
concerned with the organization of the oral activities of the 
animal as they pertain to feeding and to the search, vocaliza- 
tion, angry attack, and defence involved in obtaining food. 
It therefore appears to be a region that is involved in drives 
that are necessary to the self-preservation of the animal. . . . 
The presumed primacy of the role of the limbic system in 
emotional behavior and the demonstration of a potential 
schizophysiology . . . give further support for [von Economo's 
(10)] assumption, of the importance of the diencephalon and 
mldbrain." 

How these studies pertain to clinical psychopathology is 
vividly expressed by MacLean (n): 

"One might imagine that the neopallium and the limbic 
system function together and proceed through the world 
like a man on a horse. Both the horse and man are very 
much alive to each other and to their environment, yet 
communication between them is limited. Both derive in- 
formation and act upon it in a different way. At times, the 
horse may shy or bolt for reasons at first inexplicable to his 
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rider. But the patient and the sympathetic horseman will 
try to find out and understand what it is that causes the panic, 
so he can avoid the disturbing situations in the future or 
reassure and train the beast to overcome them. One may 
think of psychotherapy as serving in a similar capacity, 
helping the intellectual faculties of the patient to ferret out 
the disturbing factors in his life's situation so they can be 
dealt with and controlled in an intelligent fashion. In the 
case of the psychosomatic patient, one suspects this helps to 
prevent excessive 'neighing 5 on the streets of slow-moving 
traffic to the viscera." 

Recent studies of Yakovlev (12) may prove that affective 
conditions are related to the cortical-subcortical structure. 
Bailey and Davis (13) have shown that small lesions of the 
central grey around the aqueduct were associated with hallu- 
cinosis-like behaviour. Masserman (14) reported a dissociation 
of affective feeling and expression when the hypothalamus was 
subjected to electrical stimulation of low intensity. 

Cleghorn (15) writes: 

"While we can no longer naively assume that the 
hypothalamus and its associated endocrine partners house 
the instincts, there is no doubt that they play vital roles in 
the drives expressing hunger, sexuality, wakefulness, and 
aggression. There is no longer room for the dichotomy 
between the psychological and physiological." 

Most important are the recent studies of Heath and his 
associates (16) in which they demonstrate the relationship of 
mind and brain: "Schizophrenic patients displaying altered 
contact with reality demonstrated marked physiological abnor- 
malities in the septal or facilitatory region." The concept of 
imbalance between the lower and higher centres (to which we 
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shall refer later) is expressed as follows: "To relieve stress one 
uses infantile behavior and meets problems inefficiently (sup- 
pression of cortex resulting from activity of lower centers)." 
Their contributions elucidate the stimulation of various lower 
centres in its relation to emotional responses. 

Mortimer Ostow, in his "Psychic Contents and Process of 
the Brain", discussing genital, oral and anal behaviour, states: 
"The elements of these techniques exist at the spinal cord or 
brain stem level . . ." (17), and in an additional study (18) he 
summarizes ". . . that the procession of unconscious wish fan- 
tasies and the formulation of their derivatives takes place in the 
frontal lobe. . . ." 

In an article entitled "The Conditioning of Sexual Behavior 
by Visual Agnosia" by Kurt Goldstein and the present writer 
(19), a case was cited in which the occipital parts of the cortex 
were damaged in a war injury and visual agnosia resulted. It 
was shown that the orgastic function in itself can be separated 
from cortical processes, and that probably two levels of cerebral 
functions are necessary to constitute what one calls mature 
orgastic pleasure. To attain this, visual images play a most 
important role; but apparently there exists a lower centre from 
which alone orgastic pleasure can be derived, the earliest centre 
of "autoerotism", if we may use such terminology for our pur- 
poses. It seems that there is a "sexual" centre in the vegetative 
brain which probably can function as an orgasm-producing 
centre activated by kinesthetic sensations. In this study also, 
the principk of lower centres versus cortex comes into evidence. 
Many conclusions can be drawn from this concept concerning 
early infantile sexual behaviour and integration or disintegration 
appearing in later life, depending on what level of an individual's 
existence traumatizing agents may have interfered with a normal 
development. Fenichel has drawn special attention to this 
article in deaKng with "The Archaic Ego" and "Scoptophilic 
Instinct aad Identification" (20, 21). 
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The dominance of the vegetative system at the early stages 
of life is a significant fact. A trauma occurring in this stage 
cannot be remembered though it can lead to vegetative stigma- 
tization and reactions. Since we know that fixations happen at 
the stage of development in which a trauma occurs, the follow- 
ing questions must be considered: What are the vegetative 
somatic phenomena accompanying the regressive tendencies? Are 
there somatic symptoms or physiobi ological equivalents similar to 
early vegetative disturbances which can be found later during the 
psychotic process? 

There is a condition, for many years well known to pedia- 
tricians, involving early vegetative disturbances which are often 
so minute that they are below the threshold of clinical observa- 
tion. The disturbances are so easy to correct that this in itself 
makes them appear to be subordinate and relatively insignificant 
phenomena. C. A. Smith (22) in Mitchell-Nelson Textbook of 
Pediatrics writes: 

"The alkali reserve of newborn infants is relatively low, 
hence they are prone to develop states of acidosis more readily 
than older infants. Immature or premature infants are even 
more likely to develop acidosis than full term ones . . . 
typical clinical manifestations are often lacking. Acidosis 
may manifest by sluggishness or marked restlessness, failure 
to suck well, failure to gain or a loss of weight, an appearance 
of anxiety or fatigue, and dehydration with or without some 
degree of hyperpnea. . . . The diagnosis can be suspected 
from clinical data but can be established only by laboratory 
means. There is a decrease in the CO 2 content or combining 
power of the blood, frequently associated with a reduction in 
the pH . . . The organic acid content of the plasma and of the 
urine is high and varies inversely with the CO 2 content. The 
changes in the acid-base balance closely resemble those 
associated with fasting and dehydration, except for the 
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absence of ketone bodies from the blood and urine. The 
acid-base balance is also influenced by a functional renal 
insufficiency and a smaller food intake." 

Among other pediatricians making the same observation are 
Hartmann (23) in Practices of Pediatrics, and Porter and Carter 
(24) in Management of the Sick Infant and Child. Gamble (25) 
writes: "Children exhibit ketosis much more frequently than 
adults. Apparently during childhood even very short periods of 
carbohydrate deprivation may lower the level of carbohydrate 
metabolism to the point where incompletely oxidized fatty acids 
begin to appear in extracellular fluids." Mayer (26) in About 
the Blood Sugar Level During Childhood offers the conclusion 
that there is a slow, wavelike increase in blood sugar from 
earliest infancy up to the twelfth year, with extreme vulnera- 
bility to the carbohydrate metabolism. Czerny and Keller (27), 
Schiff (28), Finkelstein (2) and Schlossmann and Murschhauser 
(3) make the same observation. Recently, Krainick and Richards 
(31) reported on extensive studies which demonstrated that 
ketosis can appear in an infant after only eighteen to twenty 
hours of carbohydrate deprivation. They have found this to be 
the case without exception in a long series of examinations. 

The disturbance in the nutritional state of the infant has 
repercussions in the mobilization of central nervous system 
mechanisms, on the somatic as well as on the psychological 
level. On the somatic level, one might say that with the appear- 
ance of add bodies in the blood, diencephalically controlled, 
compensations appear. As shown before, the diencephalon has 
extraordinary importance at this time of life. It controls the 
regulation of visceral and somatic occurrences and is associated 
also "with defence or attack, emotional states such as fear and 
anger, and probably with early sexual sensations and orgastic 
functions. It regulates certain fundamental and vital processes, 
such as carbohydrate and fat metabolism; it exerts influence 
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over body temperature, the gastric movements, genital functions 
and sleep (32). These facts have been confirmed in recent years. 
(It is highly probable that the diencephalic regulations occur 
with the help of secretions of the pituitary gland.) For a certain 
period these mechanisms can compensate for and regulate the 
appearance of abnormal, intermediary metabolites. A reflex is 
developed that is caused by inadequate feeding and results in 
centrally-regulated compensations. This reflex action borders 
on the pathological, being still within the limits of physiological 
occurrences. The condition of this reflex and its intensity can 
vary in degree, depending on the resistance of the organism 
and the ability of the diencephalon to regulate. (A constitutional 
problem, on which we will elaborate later, might also play a role 
here. Here it suffices to state that innate weakness in the dience- 
phalon can be one of the reasons for an ensuing disturbance in 
the individual.) The reflex phenomenon is exhaustible and if 
reiterated time after time begins to fail, like all reflexes, after 
central regulation has been exerted for certain periods. 

Along with these physio-biological occurrences a psycho- 
logical reaction must set in. The tendency to compensate at 
this time for any frustrating occurrence appears in what we 
may call the first hallucination. Freud (33) observed: "The first 
consequence of this disturbance [birth] is a hallucinatory re- 
occupation of the satisfying situation that is missed, the 
untroubled existence in the warm, tranquil body of the mother." 
Ferenczi (34) wrote: "At the beginning of its development the 
newborn babe seeks to attain a state of satisfaction merely 
through insistent wishing (imagining) whereby it simply ignores 
(represses) the unsatisfying reality." Anna Freud (35) expressed: 
"It will be helpful for the future medical student to remember 
that the hallucinations of their eventual psychotic patients are 
basically the same in structure as the hallucinated milk- or 
mother-images of the infants. . . " Schoenberger-Mahler (36) 
moves in the same direction when referring to Schilder (37): 
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"The core of ego development, the first orientation 
toward external reality, is the differentiation of the body 
image, which is the psychic representation of the bodily-self 
the rhythmically recurring experience of painful accumu- 
lation of tension in the inside of his own body, followed by 
regularly repeated experiences of gratification, which the 
infant cannot provide for himself hallucinatorily beyond a 
certain point, the infant eventually becomes dimly aware of 
the fact that satisfaction is dependent on a source outside of 
the bodily-self. 5> 

These hallucinations serve a physiological purpose because 
they are in the service of homeostasis, tending to abolish present 
needs by circuiting. They represent very probably the physio- 
logical mechanism which renders the individual quiet and 
relaxed at this stage of life. It can be assumed that this is 
accomplished by the diencephalon and that it is the psychic 
equivalent of being fed by way of hallucinating. Therefore the 
early vegetative disturbance conditions the individual to hallu- 
cinations which serve a physiological purpose at that time of life. 
If they reappear later when higher centres are medullated and 
ego development is in progress, superseding the mere vegetative 
occurrences, they represent a serious pathological symptom. 

Thus one may speak of an overly high cathexis of the 
diencephalon in certain individuals. This over-cathexis, on the 
basis of conditioning, remains throughout life. Its consequence 
is that kter-developed cortical functions must exert a relatively 
stronger influence in order to maintain a balanced function of 
the brain. A weakening of the cortical functions, regardless of 
how it is caused, must effect a disequilibrium in the functioning 
of the brain and with it a reappearance of diencephalic stirring 
and of over-cathected hypothalamus mechanisms. With the 
strengthening of cortical functions or with a weakening of 
diencephaEc regulations, an "equilibrium" can be re-established, 
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but the potentiality for the reappearance of the disequilibrium 
remains. 

This reasoning undoubtedly will be objected to by those 
who point out that not every human being breaks down with 
psychotic manifestations, but that almost every human being 
has been exposed to early frustrations. We reply to such 
objectors that this is a matter of degree and depends on intensity 
of the early stimuli, and equally it is a matter of "diencephalic 
resistance' ' which finally determines whether or not an individual, 
conditioned at an early age, develops psychotic behaviour. All 
in all, every human being has rudiments of psychotic behaviour 
and harbours the potentiality for psychotic manifestations. They 
can easily be discovered in dreams, through analysis, and with 
certain psychological tests. Without entering into a discussion 
of the validity of Rank's (38) conclusion, it is well to point to his 
observations of the psychological aspect of the trauma of birth. 
Attention is drawn to the following statements by Stuart 
and Stevenson (39): 

"The newborn infant has a strong hunger drive and will 
'root' about with his lips, his tongue for milk ... it may 
rarely happen that the infant becomes dehydrated during 
these first days before his mother's milk appears in adequate 
quantities. A marked loss in weight (up to 10% considered 
usual) on about the third day, together with a rise in body 
temperature is presumptive of dehydration and is an indica- 
tion for additional fluid intake." 

It is surprising that such a phenomenon indicating a severe 
vegetative disturbance at a time when the vegetative functions 
are of utmost importance has been overlooked or belittled 
at least in our era. One is reminded of Bleuler's (40) The Autistic- 
Undisciplined Thinking in Medicine in which he gives many 
examples to show that some generally accepted opinions in 
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medicine often lack logical foundation. An adult weighing, say, 
150 pounds would have to lose fifteen pounds within a few days 
to suffer a comparable trauma; in addition, we should not 
forget that a 10 per cent loss to an adult means much less than 
the same percentage of loss to the newborn infant, since 
growth is an almost exclusive goal of all the latter's activities. 
The cortical functions are still undeveloped at this stage and 
the vegetative growth processes are so all-important that this 
concept of "primal trauma" appears convincing. 

According to many pediatricians and gynaecologists a 10 to 
15 per cent loss of weight is considered within physiologically 
permissible limits. The biggest part of weight loss, they claim, 
is caused by the elimination of meconium and by the loss of 
fluids. Being sceptical of such statements, we searched and 
found out that the excreted meconium and fluids amount to 
far less than 10 to 15 per cent of the birth weight. The 
"mechanical loss", only a fraction of the total loss, occurs within 
the first few hours of life. Benedict and Talbot (41), in The 
Physiology of the Newborn Infant: Character and Amount of 
Katdbotism, state: 

"Although there is a 'mechanical loss* within a few hours 
after birth due to the passing of urine, meconium and 
regurgitation of allantoic fluids, there is subsequently a loss 
of body material and body reserve which should be considered 
as definitely disintegrative . . . most important physiological 
loss is due to the actual oxidation of body-substance . . . the 
assumption is made that the infant is undergoing complete 
starvation." 

Primitive societies have made efforts to avoid the original 
hunger trauma by giving the newborn infant fluids containing 
carbohydrates from the very beginning of life. It may be 
inferred that in polygamous societies the question of hunger 
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trauma in infants seldom arose because in a primitive clan 
there was always at least one lactating woman and a newborn 
child was suckled from birth. We should not forget that our 
present society or, let us better say, the human society since 
the introduction of monogamy, constitutes an artifact, from the 
biological point of view. In primitive society, the child was 
the ward of a group and the group gave to the infant whatever 
it needed. In our society, although feeding schedules and time- 
tables are still the rule in the present-day maternity hospitals, 
in recent years there has been a more liberal trend to the self- 
demand feeding and rooming-in arrangements suggested by 
modern authors such as Aldrich and Aldrich (42), Olmsted and 
Jackson (43) and others. (See also the chapter on Prophylactic 
Suggestions.) 

If we could find a social group within our society in which 
the early hypothetical trauma is avoided as a matter of custom, 
e.g., one in which the infants are regularly born at home rather 
than in a maternity ward and are freely fed from the time they 
are born, thereby preventing any kind of frustration which 
could arise from the feeding situation, we could compare the 
incidence of later mental disturbance in children from this 
environment with those from the environment of the maternity 
ward. 
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THE REVIVAL OF THE INFANTILE TRAUMA 
AND ITS THERAPEUTIC UTILIZATION 



IF a parallel to the somatic occurrences in earliest childhood 
is searched for in the psychotic process, similarities can be 
found under certain circumstances. The common factors are 
not merely the vegetative stigmatizations frequently described 
and well known to psychiatrists, but imbalances in vegetative 
regulation which can be traced to malfunctioning of the 
hypothalamus. The theory that the hypothalamus might be 
the seat of the basic disturbances in the psychotic is not new. 
Hoskins (44), in The Biology of Schizophrenia, writes: "I will 
merely quote from a letter receivered from the late Stephen 
Walter Ransom shortly before his death, expressing a belief 
that the best place to seek a solution of the schizophrenic 
problem is in the hypothalamus." Many others have drawn 
attention to the hypothalamus. Grinker and Serota (45) intro- 
duced hypothalamic leads in their experiments on cats and 
showed that this manner of stimulation can produce affective 
disturbances. The authors introduced the term "hypothalamic 
asthenia", Moore (46) believes that stimulation of the hypo- 
thalamus may lead not only to exaggerated emotional responses 
but also to intensified affective experience. 

We have shown that acid bodies appear in the blood during 
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the administration of shock treatment of any type (47). The 
hypothalamus, the vegetative organ, is extremely sensitive to 
changes in the blood acidity (measured by pH determinations) 
and possesses regulatory functions to establish homeostasis. 
Therefore the pH oscillations of the body fluids are an indicator 
of changes or fluctuations in the function of the vegetative 
system. 

It is our contention that all organic treatments in use, past 
or present, cause a revival or reactivation of early patterns by 
stimulating vegetative centres. We consider this the general 
rationale of all effect-producing treatments in psychotics. These 
stimuli create, though often only temporarily, a return to an 
early vegetative state, in each case different in intensity and 
therefore different in its individual therapeutic effect. 

A "mild" psychotic process such as an involutional im- 
balance requires a comparatively slight vegetative stimulation 
for the elimination of the symptoms, while intense and pro- 
longed stimulation is needed for deep-seated, inveterate 
processes. In principle, stimulation of the vegetative system 
results in clinical remission of varying degrees. The restoration 
may last minutes or years and may be complete or partial, but 
it is always observable. Thus it can be said that elimination of 
the disturbance in all instances is possible, the crux is to make 
it lasting. 

Very often there is, for reasons unknown, a great reluctance 
in chronic schizophrenics to respond to stimuli applied. As 
pointed out previously, one is able to obtain the proper response 
in the chronics only if the individual is subjected to intensive 
stimulation. If this stimulation cannot be obtained by the usual 
methods, other means have to be added. Various methods used 
by us in the last few years to obtain extensive stimulation, in 
order to intrude into the hypothalamic portions of the brain, 
will be reported later and illustrated by case histories. 

The question arises whether the psychotic individual at the 
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beginning or during his illness shows the appearance of meta- 
bolites which had originally been found during the very early 
disturbance, the hunger trauma. If such a tendency can be 
demonstrated while no inter-current illness exists, such a 
vegetative imbalance appearing in the psychotic would resemble 
the infantile disturbance even more closely. Searching the 
literature, one can find a number of pertinent studies per- 
formed over the past approximately seventy years (48, 49, 50, 
51, 52). Various authors have been puzzled by the sudden 
appearance of ketone bodies in psychotics without apparent 
physical disturbance; we consider these identical with those 
observed during the early hunger trauma. Thompson and 
Aste-Salazar (53) wrote about "ketonemia" in cases of mental 
disorders in 1939. Believing that it could be a dietary phenome- 
non, they gave the same diet for eight days to attendants as was 
given to patients, namely, high carbohydrates and low fats. 
None of the attendants showed ketonemia, whereas the blood 
of the schizophrenic patients contained ketone bodies well 
above the upper limits of normal. In 1950, MacKenzie Shattock 
(54) threw light on the same subject: 

"Hie most striking metabolic disturbance of catatonic 
patients was their liability to attacks of acetonuria, which 
was unaccompanied by hyperglycaemia or glycosuria. The 
nutrition of some of these patients was fair ; they were not 
suffering from starvation as they were ingesting food in 
adequate quantities, but they required large supplements of 
glucose . . , in addition to a diet rich in carbohydrates, before 
acetone could be temporarily eliminated from the urine." 

Kitay and Altechule (55) reported in 1952 that they had found 
an elevation in blood ketones in 40 per cent of their psychotic 
patients. The blood ketone levels fell after ECT. No dietary 
factors were considered to be possible causes, and the authors 
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were unable to explain the rise in blood ketones. As the patients 
improved, the rate of fat catabolism decreased. (This finding 
was consistent with a decrease in output of hormones of the 
anterior lobe of the pituitary gland or of hormones of the 
adrenal cortex,) 

In 1951, we (56) presented data concerning the pH values 
in spinal fluid as well as in the blood during the various forms 
of shock treatment and concluded that clinical results were 
best with patients in whom we could produce low pH values 
for short periods. We then stated: 

"Assuming that this shift to the acid side constitutes the 
important factor in shock treatment, we have tried to obtain 
a more intense and prolonged acidosis than is obtainable 
with orthodox methods. . . . Though this is only a beginning 
and much more data will have to be obtained, these results 
do suggest an additional method in the therapy of treatment- 
resisting patients and perhaps will open new avenues of 
thinking about the etiology of the psychotic process." 

Following this trend of thought, we tried to establish data 
concerning the change in clinical course caused by the appear- 
ance of ketone bodies. We asked ourselves whether the forma- 
tion of ketone bodies in the chronic diabetic, suffering at the 
same time from chronic schizophrenia, led to an improvement 
of the psychotic condition. A study of case records performed 
by us at the Manteno State Hospital, Manteno, Illinois, was 
started (57). 

"Among the total population of around 7,900 patients, 
there were 36 psychotics, with no established organic brain 
disease, who had been treated for diabetes. Of these there 
were only nine in whose case acetone, varying from a trace 
to four plus, had been detected in the urine. Four of these 
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nine cases seemed to show some improvement in their mental 
condition corresponding with the appearance of acetone. 
They were all chronic psychotics in whose case the rate of 
spontaneous remissions is generally considered to be not 
higher than 10 to 15 per cent considerably less than half 
the percentage for the nine cases cited. Although the data 
are too meager to afford any definite conclusion, they do 
suggest that the hypothesis in question would be worth a 
more extensive investigation. In my own experience, I do not 
recall any schizophrenic state not even in the fourth to 
sixth decade of a patient's life which was concurrent with 
a severe diabetes characterized by acetonuria." 

For many years, we have been regarding a patient's refusal 
to eat not merely as a pathognomonic sign, but rather as an 
attempt of the organism to heal itself by the production of 
acid bodies. Similar considerations have provided the rationale 
for starvation treatments, which are among the oldest on 
record and which we resumed on treatment-resistant patients 
several years ago. In our experience, there have never been any 
adverse effects on the physical well-being of the patients, 
neither in instances of protracted "hunger strikes" nor in the 
diet treatments performed. 

In 1951, we (58) presented five case histories of severe 
schizophrenics intermittently treated by standard methods for 
several years and who had failed to show lasting improvements. 
Assuming that the production of a prolonged acetonuria might 
exercise a beneficiary influence on the course of the illness, we 
subjected these patients to a period of starvation by complete 
fasting, keeping up the water balance by administering an 
adequate amount of fluids. Another mode by which we pro- 
duced a rapid appearance of ketone bodies was by a rigid 
carbohydrate-free diet consisting of eggs, meat and animal fat. 
This led to even stronger states of acetonuria than did the mere 
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fasting. The acidosis expressed itself either by an actually 
observable reduction of the blood pH or at least by a decrease 
of the alkaline reserve in the blood and the appearance of 
ketone bodies in the urine. In several instances, ECT super- 
imposed upon this condition produced the lowest pH reduction 
ever observed. The starvation period lasted from three to six 
days and the protein-fat diet from eight to fourteen days. 
The latter frequently followed the starvation period. In the 
five instances observed, the clinical results obtained were 
satisfactory; in two instances there was a complete reversal of 
the psychotic process. The material is too limited to warrant 
final conclusions, though we were encouraged by our catamnestic 
studies on these five patients. 

Another phenomenon having the same trend as its basis 
was observed when we produced the following situation: a 
group of four schizophrenics all severely ill for more than 
five years were brought into a state of fear and panic with 
the intention of reawakening the original underlying fear and 
its repercussions. We produced this fear by applying electro- 
stimulation, using five to ten milliamperes for a period of twenty 
to thirty seconds at a time. All patients went into a state of panic 
immediately following the stimulation. At this point the patients 
were offered sweets like sweetened milk, bananas, chocolate, 
cookies, etc., in unlimited amounts. The patients ravenously 
consumed enormous quantities within a few minutes. The 
occurrence was most impressive, and in several instances no 
saturation point was reached and the patient would have con- 
tinued eating if not stopped for obvious reasons. Frequently, 
better contact possibilities existed during the finding period 
than had been observed at any previous time. The patients 
verbalized their feelings with most unusual expressions. All 
utterances pointed in the direction of food and love. The 
therapist often was called "mother". A most withdrawn patient 
broke out in tears, embraced the therapist, and apologized. 
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Another patient said: "Give me food; give me pity." Food was 
called "God" and other such terms indicating the extreme 
libidinous cathexis of food. All patients showed more accessi- 
bility in the days following this procedure. Since this treatment 
did not produce undesirable side-effects we performed it time 
and again, with the result that we obtained certain periods in 
which we were able to establish contact. 

For a good many years it has been our impression that 
there are certain instances where no therapeutic results can be 
obtained unless there is transference established on such an 
infantile level that it represents the original child-mother 
feelings. In an article "Therapeutic Results on Treatment- 
Resistant Schizophrenics" (59) written in 1942, concerning 
patients under insulin-shock treatment, we wrote that the 
physician himself nursed and fed his patient during the course 
of the treatment on many occasions. We observed at that time 
the beneficial effect of food given to the patient by the therapist. 
We have continued this practice in the treatment of deeply 
regressed patients. 

The results observed during these procedures are most 
gratifying. It often happened that a patient, deeply regressed 
and in a state of stupor, who refused to eat was approached by 
the therapist offering him the first spoonful of food. The 
startled patient ate it and ran away. He soon returned, and this 
procedure was repeated numerous times until an almost 
adequate amount of food was taken. Frequently it was inter- 
rupted by states of semi-sleep or semi-stupor, where the 
patient became mute and lay down on the bed in a state of 
near exhaustion. Soon he came back again with a desire to eat, 
swallowed a few spoonfuls and went back into the same state 
as before. This observation reminds one of the histories of 
disturbed infants vividly described by Ribble (60) and by 
Mahler (61). 

Another phenomenon worth reporting is the following: in 
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1953 we wrote (62) that deeply regressed schizophrenics eat 
their food in a reverse way. If one serves meat, bread, milk and 
dessert of the usual variety, one can be almost certain that the 
schizophrenic will eat the dessert first, repeatedly asking for 
another helping, then will switch to bread and potatoes, and 
will eat only a part of the meat offered to him. This has been 
observed in patients in whose urine no acetone is found. If the 
blood ketone levels of such patients were examined systematically, 
one would probably find variations, though still within normal 
limits, indicating that they are subject to the appearance of 
ketone bodies. It happens that this type of patient first eats 
large amounts of sweets, and we have been impressed by the 
almost hypnotic effect carbohydrates produce. With the satura- 
tion of his desire for sweets, the patient often spontaneously 
switches to other foods. It looks as if carbohydrates start a 
mechanism which automatically leads to the desire for foods 
other than carbohydrates. This observation was recently con- 
firmed by Silvano Arieti (63). Extensive laboratory tests will be 
required so that the phenomenon can be better understood. 
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5 

FIVE HYPOTHESES CONCERNING 
THE EFFECT OF THE "HUNGER TRAUMA' 



WE must re-emphasize the importance of the trauma occurring 
to the infant at the earliest stage of life. Why re-experiencing 
this trauma should produce favourable clinical results in the 
psychotic is not understandable at first. Here are some possible 
explanations: 

(1) With the repetition of the first trauma, which occurred 
on a pre-ego level, defences, on a pre-ego level, are mobilized 
against the impact of the traumatic agent. Diencephalic com- 
pensatory mechanisms are activated which had originally been 
exhausted and were in a state of sluggishness. 

(2) As the individual relives the original trauma, it is 
gradually deprived of its terrifying qualities. A trauma 
repeatedly experienced loses its intensity and can become 
integrated into the maturing ego. To borrow an experience 
from the field of hypnotherapy, a standard method has been 
that of making the individual relive a terrifying experience 
several times. One can observe that with the frequency of 
experiencing the traumatizing occurrence, the individual loses a 
great deal of anxiety on the basis of the cathartic abreaction. 

(3) In re-creating the original trauma with its frustrating 
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qualities, increased tension is produced, and a degree of the 
satisfaction for which the individual has been craving so 
desperately is obtained* As outlined before, we are arriving 
here at some kind of masochistic pleasure-producing principle 
which perhaps creates a basis for character development of 
the future personality, still being within normal, acceptable 
limits. 

(4) The somatic hypothalamic perception of an acidosis- 
free state could be correspondingly experienced by the infant 
as a state of little or no frustration. Perception at this level of 
life, as expressed before, is not experienced by cortical processes, 
but by vegetative ones. Positively speaking, the re-established 
absence of acidosis accomplished by proper and non-frustrating 
feeding, as an expression of a balanced vegetative state, repre- 
sents adequate love and protection on the psychological plane 
and is accompanied by a pervasive feeling of well-being. In 
this connexion, the colloquial use of the words "sweet", "sugar", 
"honey" as terms of endearment and love is suggestive and 
might be regarded as yet another one of those instances of a 
popular, non-rational, instinctive understanding of a significant 
psychobiological relationship which scientific observation con- 
firms and systematizes. 

(5) The following explanation seems to be the most valid. 
On the basis of the early overstraining of vegetative mechanisms 
(in which a constitutional weakness might play a role) the 
vegetative brain throughout life remains in the state of high 
cathexis. This high cathexis is something definitely physiological 
in a large group of animals, where it remains permanent and 
constitutes the main factor for survival. In the human race, this 
high cathexis is slowly decreasing. The cortical development 
and its functions become prevalent as a matter of normal 
development. We finally encounter a state where a balance is 
reached with only occasional reappearance of strong vegetative 
activities. In the end, the proper balance between vegetative 
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brain and cortical activities constitutes man's integrated think- 
ing power. Although in the schizophrenic the cortical functions 
may be developed to the highest degree, vegetative functions 
on the basis of the earliest conditioning remain overly cathected, 
and any condition which might disturb this * 'equilibrium' * is 
apt to let the vegetative brain come to the fore and antagonize, 
so-to-speak, the previously established normal mechanisms. 
Looking upon the problem from this angle, we come to the 
conclusion that in regard to schizophrenia we are working with 
quantities, always present, in various stages of "balance", rather 
than with discoverable qualities. 



RATIONALE AND TECHNIQUE 
OF TREATMENT IN SCHIZOPHRENIA 



THE rationale for the organic-functional treatment of the 
regressed patient consists in creating access to the diencephalic, 
schizophysiological centres (64, 65, 66, 67). It can be assumed 
that the various therapeutically valid organic methods have 
this as a common denominator. I 



instance, is frequently effective in far-progressed states of 
schizophrenia ITcarned to the point ,Q the appearance of sub- 
cortical and midbrain sjn<^9;nes. When treatment is protracted 
this far, we often see dramatic changes otherwise unobtainable. 
We realize the risks involved in such procedures since we have 
experienced that the release of the medullary syndrome follows 
closely the release of the midbrain syndrome (68). 
"~~ ECT as usually administered effects midbrain releases of 
short duration only. This may be one of the reasons why ECT, 
if administered in the orthodox form, has been more or less 
ineffectual in advanced stages of schizophrenia. Various attempts 
have been made to modify ECT, with the intention of stimu- 
lating diencephalic centres (69, 70, 71). 

For several years (72), we have attempted to adapt also 
ECT for the needs of the chronic schizophrenic, aiming to 
stimulate the midbrain. We consider midbrain access achieved 
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when we are able to produce the picture of "decerebrate 
rigidity" (73). It is often accompanied by the appearance of 
grasp reflexes in hands and feet, and by states of earliest 
infantile attitudes, such as sucking, puckering the lips, etc. A 
mode of accomplishing effective ECT is to continue stimulating 
with a low amperage after a regular ECT has been administered. 
Great variation may be observed from patient to patient. Some 
respond quickly with the appearance of regressive expressions ; 
in other instances, regressive symptoms appear after approxi- 
mately twenty to forty seconds of stimulation and gradually 
increase in intensity. (Our technique has been to stimulate for 
ten seconds at a time, then to allow the patient two to three deep 
respirations, then to continue, making the total length of the 
application of subcortical stimulation a series of from five to 
eight stimulations. In many instances the patient breathes 
throughout this procedure; in other instances there is a severe 
degree of asphyxia.) We were frequently stunned by the fact 
that we could not obtain subcortical responses in certain 
patients, chiefly in catatonics who had been ill for long periods. 
In such cases all variations and modifications used did not 
produce the desired stimulation-response. At best we obtained 
a coarse tremor and asphyctic states of varying degree, but the 
typical subcortical tremor was unobtainable. It is a matter of 
speculation whether this lack of stimulation-response is a sign 
of a "frozen process" or whether we are here dealing with an 
affliction of hypothalamic centres irresponsive to stimulation of 
our type. 

The recent drugs, Serpasil, Thorazine, etc., owe their results 
to the fact that they work on the lower brain. Himwich (74), in 
his recent article "Prospects in Psychopharmacology", writes: 

"The consensus in regard to both drugs is that they 
depress the hypothalamus, the portion of the brain which, 
as demonstrated by Cannon and his students, notably Bard 
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(75), contains the patterns for mobilizing the organism for 
the fight and flight reactions. In this area are found centers 
for the control of basal metabolism and temperature, the 
sleep-wakefulness cycle and blood pressure. In addition the 
hormonal balance is changed as the support afforded to the 
anterior pituitary gland is reduced by hypothalamic depres- 
sion . . . Most important for the treatment of disturbed 
patients is the fact that the posterior hypothalamus con- 
taining sympathetic centers is so affected by Chlorpromazine 
that patterns for emotional expression tend to be in- 
hibited." 

Recognizing the fact that only specific stimulation of lower 
centres leads to satisfactory remissions in the schizophrenic, 
we have endeavoured to find new ways to obtain such a goal 
in patients resistant to the customary forms of treatment. These 
studies started from the following concept: if we could repro- 
duce conditions resembling those of the early "hunger trauma", 
it would be conceivable that such a state might be a basis for 
changes in the schizophrenic process. Additional factors which 
support our theory are the spontaneous, unexplained appear- 
ances of ketone bodies in schizophrenics (76, 77) and the 
observation that in several schizophrenic diabetics the presence 
of ketosis was accompanied by favourable changes in the clinical 
picture (78). 

The treatment consists of having the patients inhale 
chemically pure acetone, duplicating in this manner the early 
states of acidosis. Since acetone is not an anaesthetic in itself, 
at least not for the brain cortex, the inhalation has to be given 
either following ECT or during Pentothal sleep. Patients 
selected were mainly those refractory to standard treatments. 
It will be evident from the various case histories how acetone 
was administered in each instance. The treatment is given 
approximately sixteen hours post-absorptive. The duration of 
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the inhalation lasted from six to twenty minutes per treatment. 
The amount of acetone used for each treatment ranged from 
10 to 50 cc. 

Extensive study of the literature before we applied acetone 
assured us that no dangerous side-effects which would make 
the use of acetone prohibitive were to be expected. An occa- 
sional side-effect during the inhalation is a lowering in blood 
pressure of about 20 to 30 mm. Hg and a slowing pulse rate. 
Although we never have observed any states of collapse or near- 
collapse, we have made it a practice to discontinue inhalation 
treatment should the blood pressure drop or the pulse rate 
slow appreciably. The same holds true when hiccups appear. 
The inhalation is administered in the same manner as ether. 
It is imperative to protect the eyes, for which purpose we use 
gauze and goggles. Acetone, even in minute quantities, can 
cause irritation and defects on the cornea. Occasionally mild 
irritation of the throat, especially at the beginning of the 
inhalation, is noted. During the inhalation treatment the head 
is kept in an elevated position. 

Numerous observations worth reporting have been made 
during and immediately after administration of the inhalation, 
indicating that vegetative stimulation occurs. Sometimes we 
observe short-lasting tremor of the extremities of the type seen 
during midbrain stimulation. Frequently we are impressed by 
patients producing noises during the inhalation that spon- 
taneously appear in the early periods of life (infantile crying, 
whining, etc.). When the patient awakes from this treatment, 
he feels relaxed and often goes into a state of deeper relaxation 
or sleep, lasting for varying periods. There are patients who 
sleep for half an hour; the maximal time of sleep we have 
observed was more than twelve hours. Such sleep often 
resembles a baby's sleep, associated with infantile sleeping 
positions. As a rule, the patient has a better night's rest and 
needs less sedation. One can interrupt the sleep by offering 
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food, and soon after the patient again goes into his state of 
sleep or deep relaxation. 

Many patients described in our case histories showed a 
dramatic change in behaviour after a few such treatments. The 
usual maintenance regimen followed inhalation treatment. In 
deeply regressed schizophrenics we saw improvements at a 
slower pace, and acetone inhalation often had to be continued 
on a maintenance level, i.e. il]& jzon&icudiQii^ 
a^etonejjahalation was administered.apprjQximately jonce a week 
foO^ r M,,weeks. 

In the treated patient we can detect the presence of acetone 
for a period of approximately twelve to twenty-four hours. It 
can be discovered in the urine and also in expired air. It is 
gradually eliminated. Frequently a mild state of nausea is 
observed for a few hours after treatment. 

An activation of symptoms is often observed during this 
form of treatment for a day or two, especially when we are 
dealing with a severely disturbed schizophrenic. A quiet, cata- 
tonic patient may become highly aroused, restless and intensely 
hallucinating. This activation is a favourable sign since it reveals 
that we have succeeded in attacking the "centre of the illness". 
In such instances, no intensive treatment for at least a week or 
ten days is indicated. Since this type of patient, regardless of 
the duration of illness, suddenly resembles an acutely ill one, 
should be treated as such, without acetone inhalation. At this 
time these patients are responsive to psychological approaches. 

We have observed that a certain treatment often instantly 
producing a remarkable change in the condition of the patient 
may be ineffectual in the same gatient ^^^9 r ^L ccas ^ on * 
When a certain procedure has lost its effectiveness, it is neces- 
sary to keep changing the type and intensity of treatment. When 
acetone inhalation fails to produce the desired results, it is 
preceded by ECT and subcortical electrostimulation, as 
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expressed by decerebrate rigidity (79). Generally, one has to 
observe the daily reactions of a patient and his responses to 
treatment, and one must make decisions dependent on such 
responses. 

In four instances, we recently omitted ECT preceding the 
acetone inhalation and administered the inhalation during 
Pentothal sleep of approximately fifteen minutes. For this 
purpose, usually 0-5 to 0-75 gm. of sodium Pentothal and 20 to 
50 cc. of acetone were used. Two of these patients reached their 
peak of improvement in this manner, in contrast to only fair 
reactions to previous treatments. Usually we see that the sleep 
and relaxation following this form of therapy is longer than 
after the combination of ECT and acetone inhalation. Worth 
reporting are observations on one patient with post-partum 
psychosis of schizophrenic type who communicated very little 
and remained on a certain level of improvement. We clearly 
felt that more could be achieved if her verbalizations could 
become freer* Thisjjat^^ 

went into a condition which could best be called a 
^^^"; suddenly ;material covering many of the 
most s^mijcant events in thfiL patient's .life poured out. After 
this, a state of remarkable improvement occurred. 
The following speculations require answers: 

(1) Whether the constant variation in the response to 
treatment depends on the portion or portions of the vegetative 
brain which are afflicted. Treatment of a certain intensity and 
quality may influence a certain portion in a depressing way and 
may stimulate another portion. 

(2) Whether or not a given treatment affects one portion 
of the vegetative brain while another therapeutic agent affects 
another one. Perhaps this is why the noncomitant or alternating 
use of various forms of treatment produces desirable results. 

(3) Whether the phen@menn f the unpredictable response 
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in each instance is caused by the fact that various portions of 
the vegetative brain are co-working in a so-to-speak "patho- 
logical equilibrium". This then may become upset by certain 
types of treatment, a situation which may be followed by newly 
integrative responses. 

No definite answers can be given as yet to these speculations. 
Indications exist that conditions of this type must be prevalent 
in schizophrenia. 
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THE "SYMBIOTIC" PRINCIPLE IN 
SCHIZOPHRENIA 



IN many Instances schizophrenic symptoms remit provided 
one is in a position to re-create the state during which the 
symptoms originally appeared, or that one can re-establish "lost 
positions' ' which were significant to the individual during his 
early childhood. We term such situations "symbiotic". With 
the deeply regressed patient, customary ways of establishing 
a workable and sympathetic relationship have failed, even if the 
therapist has offered strong feelings of counter-transference. 
Competent observers have pointed out that often psycho- 
therapists from the ranks of the lay therapists show a spon- 
taneous ability quickly to establish a rapport with the patient 
which is not easy to express in words (80). Within the thera- 
peutic situation one often feels suddenly far away from any 
premeditated concept, assuming attitudes which defy adequate 
verbal description (8 1 ). They have nothing to do with artificiality, 
nothing to do with preconceived methods or with the ciustomary 
patient-doctor relationship. They are spontaneous reactions 
caused either by strong identification with the sufferer, or by 
an innate ability to love and to give, suddenly intensified during 
a therapeutic situation. They are comparable with what the 
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therapist may call a spontaneous, often fanatic, almost com- 
pulsive desire to help, to nurse, to support, to give. Often, the 
therapist feels in a Ausnahme-Zustand, a state of self-transcen- 
dence, in which many spontaneous reactions and thoughts arise 
and the patient, quite suddenly, feels the advent of new per- 
spectives. If the therapist tries to account for what happened, 
he feels unable to describe what, he actually did* We are 
thoroughly in accord with Frieda Fromm-Reichmann (82) 
when she says: "It is certainly not an intellectual comprehension 
of the schizophrenic but the sympathetic understanding and 
skillful handling of the patient's and physician's mutual rela- 
tionship that are the decisive therapeutic factors/' The results 
of such procedures are sometimes astounding, and, on the basis 
of what has been obtained, frequently new developments occur, 
often leading to a change in the course of the illness. 

A number of interesting phenomena concerning this 
symbiotic behaviour exists. We had observed that the regressed 
patient (son or daughter) is, as a rule, more deeply attached to 
the mother than to the father. If an abnormally close attachment 
of a schizophrenic son to his father develops, this indicates that 
the father was endowed with motherly qualities. Such a 
situation does not necessarily bear the character of an early 
"homosexual" attachment, an inverted oedipal situation. The 
father here substitutes for the desired mother, and oedipal 
developments, as they may appear, are nothing but emergency 
attachments in which the father is identified with the mother. 

There is an immense qualitative variety within the frame- 
work of oedipal fixations. We agree with Fenichel (83): 

". . . the answer depends on the definition of Oedipus 
complex. The human infant is biologically more helpless 
than other mammalian children. He needs love and care. 
Therefore he will always ask for love from the nursing and 
protecting adults around him, and develop hate and jealousy 
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of persons who take this love away from him. If this is called 
Oedipus complex, the Oedipus complex is biologically founded 
[italics ours] . , . The problem of the origin of the Oedipus 
complex is thus reduced to the problem of the origin of the 
family, an interesting and still unsolved chapter, which lies 
beyond the province of a theory of neurosis . . ." 

Although we arrived at our conclusions from psychosomatic 
rather than from mere psychological premises, they closely 
approach those of Mme M. A. Sechehaye, when she states in 
Symbolic Realizations (84): "Since the conflict was initiated 
before the formation of the ego and related primarily to the 
nursing mother, the role of the father was essentially that of a 
rival . . . Renee has been cured without the intervention of 
oedipal solutions . . ." 

Observations drawn from extensive contacts with schizo- 
phrenics throw light on the biological role of the father and 
may be of special interest to the anthropologist. The father's 
importance in our form of society is a product of cultural and 
economic conditions, but biologically regarded, his role is 
artificial. He is basically the hated and feared individual, though 
often in sublimation, the one whose function is to impregnate 
and then to leave in order to impregnate others. With this 
his basic functions seems to be exhausted. The impregnation 
occurs due to his natural urge for satisfaction. The high 
incidence of part or full frigidity in the female is a significant 
biological factor. She, the wife, needs biologically much less 
sexual pleasure in order to fulfil her function, to bear. In 
fact, she can fulfil this function with no sexual gratification 
whatsoever. 

Furthermore, we come to a better understanding of the 
fotie & deux which represents originally a normal, physio- 
biological occurrence: it is an oedipal situation on a symbiotic, 
presexual, not-yet-differentiated basis. The folie d deux, 
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originally a conditio sine qua non, is seen as a pathological 
formation if it persists, as such, due to an inhibited develop- 
ment towards maturity in the infant. In many instances its 
existence remains imperative for the maintenance of a "patho- 
logical equilibrium". 

In the following, we offer some case studies concerning 
schizophrenics in whom symbiotic attitudes constituted the 
paramount factor. The first two instances concern patients in 
a complete autistic state with imaginary symbiosis. With the 
assumption of this defence, these patients developed a tranquil, 
relaxed situation at the level of deepest regression, undisturbed 
by any reality factors. The outcome was an all-embracing, 
autistic, imaginary mother-child relationship. 

The first history concerns a female schizophrenic, thoroughly 
withdrawn for over fifteen years. In earlier stages of her illness 
it was noted that suddenly in the midst of a still rational con- 
versation she would go into a trancelike condition, apparently 
reverting to early fixations, and would yell repeatedly: "Oh, no, 
you may not do that. She seemingly addressed her imaginary 
children. Frequently, after such interludes, she would return to 
a former conversation. 

All modes of customary treatment, including endless psycho- 
therapeutic efforts, were in vain, and the patient finally developed 
into a chronic, severe catatonic. For many years, until eventually 
she died of an intercurrent disease, she sat in a corner constantly 
talking with her imaginary children. This was frequently 
accompanied by intense rubbing of the nipples of her breasts, 
thus producing the pleasant sensations women often derive 
from the nursing process. Her stereotypic expressions were: 
"Children are hard to bring up," and "Oh, no, don't do that/' 
Occasionally, when in premenstrual state, she reverted to an 
almost normal conversation for several hours, when it could 
be discovered that she still remembered important occurrences 
of her life: she mentioned the names of her sisters and brothers, 
D 49 



A NEW APPROACH TO SCHIZOPHRENIA 

and asked for her mother (but never for her father). When she 
was told that her father had died, she was left completely 
untouched. The defence mechanism of this patient was a 
visibly permanent symbiotic relationship. She was thoroughly 
identified with a nursing mother. It was not surprising that 
never in her life (her illness began in her early twenties) had 
she had relationship with a man which could be considered 
normal. Her symbiotic tendencies remained as a constant, 
throughout life. She was satisfied and relaxed in her imaginary 
symbiotic existence. 

The other instance, even more bizarre, concerns a female 
in her late thirties, who came to us after a prefrontal lobotomy 
was performed because of the chronicity of the illness then 
existing for over ten years. Prior to the lobotomy, the out- 
standing symptom was nymphomania. This symptom stemmed 
from her continuous desire to be impregnated. "The intercourse 
is the unpleasant part," she said frequently. A real interest for 
a man had never existed. Sexual satisfaction remained on an 
infantile, masturbatory level. Every day we heard her stereo- 
typic expression: "I have again given birth to many children." 
When asked where they were, the answer was that they were 
under the bed, or in the bed, that they were drinking from her 
breast; but some of them were so bad that they had to be given 
away for adoption, etc. Her often intense masturbation was 
immediately followed by fantasies of giving birth to children. 
She lived together with dozens of them in tranquil harmony. 
No desire for anything else existed. Her only interest was 
receiving enough food, since she was always hungry, and she 
showed the symptom of bulimia. 

There is a typical vegetative history: breast-fed for almost 
one year with a rigid four-hour routine, crying a great deal and 
then developing what was called a "colic". On the final insis- " 
tence of the mother, additional feeding was permitted when 
the baby was almost one year old. She remained a fussy eater 
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all her life and developed ulcer symptoms around the time of 
the beginning of her mental illness. 

The next case concerns a patient with acute catatonic states 
in which the symptoms disappeared spontaneously, with no 
therapy whatsoever administered, when a symbiotic relationship 
with the mother was re-established. 

A male schizophrenic of superior intelligence, twenty years 
of age, was very docile and submissive to a domineering mother. 
The parental relationship had been strained for many years. 
There were several psychoses in the family. The parents 
separated when the patient was thirteen, and he remained 
under the mother's care. When he was seventeen, the family 
reunited. This reunion distressed him intensely, the re-entry 
of a "third person". He said at that time, "I would like to stab 
him [the father] with a knife." Soon our patient withdrew 
almost completely. He then left home with the intention of 
spending his sophomore year at a university far away; this 
meant separation from his mother. Four days after his admission 
to college, the diagnosis of a psychosis was made. The mother 
rushed to him and found him "hallucinating, with twitchings 
in his face, sweating all over the body and assuming peculiar 
postures". While they were staying at an hotel, he woke up in 
the middle of the night, went to his mother's room and said: 
"Some kids downstairs are talking about me. They say, *L.N. 
is up there in bed with his mother.' " He left school in order 
to spend the next few months at a farm belonging to relatives. 
His behaviour there is vividly described in many letters. It can 
clearly be concluded that soon after his mother left he again 
became catatonic. His psychotic expressions concerned his 
incestuous desires. At the same time he began worrying about 
his virility. He spoke about his hallucinations openly, and to 
him they were real. "Often he whistled shrilly or burst out 
with groans, then quieted down to dead silence with a forced, 
unnatural smirk on his face. At one meal he would eat 
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ravenously and at another very little.'* Finally it was decided 
to take him home. The mother's visit worked like a "miracle". 
Almost instantly the patient reverted to his pre-psychotic 
behaviour. 

There was only one interview with us, during which it was 
revealed that he came close to a panic whenever it was even 
faintly suggested that he leave home. He then began to breathe 
heavily, pursing his lips and making spitting movements. After 
this interview, in which it was advised that he continue living 
close to the mother, at least for the time being, he became 
quiet, the symptoms subsided, and the originally planned 
admission to the Sanitarium was postponed. The "improve- 
ment" undoubtedly was caused by the nearness of the mother 
and the boy's reunion with her. He remained in a state of 
remission. 

The vegetative history obtained from the mother was: 
"The boy was born after twenty-four hours of labour. He 
was breast-fed exclusively for about the first five weeks of 
life. Never during this period could I see any faeces in his 
diapers. I became alarmed and thought of an occlusion of the 
bowels and therefore consulted a pediatrician. He told me that 
the baby was starving and therefore had no bowel movements. 
We then started bottle feeding, and he drank the first bottle 
within a very short period. When I continued feeding him in 
this manner he had regular stools and developed normally. 
It was surprising that in spite of his hunger he did not cry, 
but this seems to be characteristic of him because he has 
practically never cried during his life and was always a very 
docile and quiet child." It should also be mentioned that as a 
child he frequently had vomiting spells early in the morning, 
and that his gastrointestinal disorders, which often led to 
physical examination, were especially prominent at the age of 
seventeen, probably the time of the new manifestation of his 
illness. They again became pronounced when the patient left 
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for college. Repeated clinical study of his gastrointestinal 
difficulties had not led to the detection of any organic 
condition. 

The dynamics of the case consist of the following factors: 
a severe starvation occurred during the first five weeks of the 
patient's life; later, the slightest attempt at separation, even 
the thought of it, produced symptoms of panic ("starvation" 
and fear of death revived on a higher ego level). This led to a 
hallucinatory reunion with the mother, which in turn produced 
intensive fear of castration. The difficulties met during adoles- 
cence, when the father actually left, favoured the development 
of this fear. When he returned, homicidal wishes against the 
father were vividly expressed. The new separation from his 
mother, when he attempted to go to college, again led to a 
panic followed by hallucinated wish-fulfilment of reunion. He 
became symptom-free almost instantly after the mother 
reappeared on the scene. The outstanding somatic expressions 
on the occasions of these reunions as well as at other critical 
times were gastrointestinal difficulties for which no organic 
basis could be found. 

The next case concerns a wife and a husband who were 
unable to make an adjustment and were about to separate. 
This situation exemplifies numerous others showing similar 
dynamics. 

This man, in his middle thirties, has been under psycho- 
analysis for the past six years. Orphaned at an early age, he 
was reared in a foster home where he grew up with children 
of his own age. He showed exceptional talents and eventually 
became a musician of repute. While in his twenties, he married 
a woman somewhat older than himself. Marital difficulties soon 
arose, partly stemming from the verdict that she was advised 
against having children because of a subchronic illness. His 
analysis disclosed a great amount of material centring on the 
death of his parents, the hostility towards the foster parents, 
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the dissatisfaction with being childless and the discontent of 
not actually having become a great artist. The desire for more 
analytic work persisted, but he was advised by his own analyst 
against continuing analysis and was told to consult with another 
psychiatrist. During this consultation, the following facts were 
made clear to him: he showed characteristics of someone who 
had an unresolved childlike attachment, from all indications 
resulting from an early trauma, a trauma prior to those of which 
he was conscious. This trauma was apparent in his treatment of 
his wife as a mother. His sexual relations with her became 
increasingly infrequent; his satisfaction was derived mainly 
from masturbating. He developed an agoraphobia so that he 
had difficulties, especially coming home from work. Above all, 
he wanted to adopt a child. Behind this desire was a hidden 
ambivalence towards the wife: he wanted to demonstrate that 
she was not able to bear children; he wanted to transfer his 
affection towards a child even though it would be a sibling 
relationship rather than a parent-child relationship. Two con- 
sultations in all took place in the presence of the wife-mother, 
although the patient protested against this procedure: unless 
the wife would accept him for what he was worth, giving him 
full motherly protection; unless she was willing to call for him 
every evening to take him home, thus making the agoraphobia 
superfluous; unless they thoroughly abandoned the idea of 
adopting a child, and unless he, the patient, would become the 
"child" in the home, no therapeutic results could be achieved. 
After initial struggling they accepted the advice given, and the 
patient made an unexpected adjustment, not only professionally 
but also in the relationship with his wife. 

The preceding analysis was imperative for the elimination 
of the "superstructure" about which we have spoken before. 
However, the core of the illness, the influencing of earliest 
"schizopathological" mechanisms and the emotional depen- 
dency resulting from them could not be changed by any insight 
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therapy. It had to be accepted at this face value. Interestingly 
enough, the need for dependency progressively subsided, but 
we are fully aware that the potentiality for setbacks, stemming 
from unpredictable difficulties, still exists. 

We were driven to extremes in other instances; we reached 
the point where we actually had to admit the symbiotic pair to 
our institution: in four instances a mother and her schizophrenic 
son, in two other instances a wife and her sick husband, and in 
one instance a pair of identical twins. We found, as a rule, 
specific actions of the "healthy" person which sustained 
symptoms in the "sick" member of the pair. Frequently we 
had to give more attention and help to the "healthy" member 
than to the patient. It is interesting to observe the initial 
situation. 

A mother of a schizophrenic son, for instance, was told 
that unless she nursed her child, spending uncounted hours 
with him, her son had a poor chance to get well. She was given 
practically no rest for days and depressive reactions appeared, 
but because we clung to our original concept a sudden change 
in the patient's behaviour was accomplished. 

It frequently happens that the therapist may "sneak in" 
at a time when the desire and the need for the symbiotic 
relationship has diminished and new identifications can be 
established. This usually occurs when ego-resistances on the 
part of the patient are lessening. In this, the optimal outcome, 
the therapist is accepted and the form of the psychotherapeutic 
process becomes more conventional. In these patients, we can 
finally observe that the attachment to the therapist never 
thoroughly dissolves and has to be continued loosely for many 
years. We hear from such patients on such occasions as a 
birthday or Christmas, proving that the contact has been 
maintained; often they come, quite unexpectedly, for a single 
consultation and again disappear for long periods. "Over- 
lapping" transference relationships are established whereby the 
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therapist serves as a foundation. The withdrawal of this 
foundation would lead to a collapse. 

This is a basic approach to the treatment of schizophrenics, 
and any notion that one can abandon such basic attitudes is 
doomed to failure. Schizophrenics not treated and understood 
in this way become the wandering, searching patients who 
never reach the point of acceptable adjustment and finally end 
in a state of autism, sitting and waiting endlessly. 



8 
THE PSYCHOTIC RESIDUUM 



THERE are many instances where psychiatrists and psycho- 
therapists have made endless efforts in helping the emotionally 
disturbed patient only to realize that merely partial or tem- 
porary results can be achieved at best. This type of patient, 
frequently found in psychiatrists' offices, has been treated, as 
a rule, for many years. He has been referred from one psychia- 
trist to another, from a male therapist to a female, or vice versa, 
in the hope that a different transference setting would elicit 
more pathogenic material. Although in many of these instances 
pathogenic material is found in abundance, reaching back to 
the earliest years of life, and the patients themselves make 
sincere efforts, the knowledge and dynamics discovered leave 
the therapist dissatisfied and the patient ill, with an ever- 
potential danger of relapse. Even with the dynamics recognized, 
something remains unsolved, and the unsolved quantity prob- 
ably hampers the final adjustment and makes the termination 
of the therapy impossible. This was well recognized by Freud 
(85) in "Analysis Terminable and Interminable": 

"The factors which are prejudicial to analysis and may 
cause it to be so long-drawn-out as to be really interminable 
are a constitutional strength of instinct and an unfavourable 
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modification of the ego in the defensive conflict, a modifica- 
tion comparable to a dislocation or crippling . . . and indeed 
it must be admitted that our knowledge of these relations is 
as yet imperfect," 

Federn (86) refers frequently to this trend of thought and 
has offered admirable advice on how to handle this type of 
patient. 

It is the contention that in all these instances one actually 
has to deal with the existence of a hardly recognizable psychotic 
nucleus, inaccessible to the usual forms of insight therapy. 
This nucleus may be dormant for a good many years, and 
perhaps will never appear in a form making treatment im- 
perative. 

In the following three instances, previously hidden material 
seemed fully to explain the existent mental disturbance. Never- 
theless, something remained unsolved and kept the patient in 
his state of illness. Finally, basic changes occurred with the 
administration of methods which influenced preverbal and pre- 
rnemorable areas. These three instances stand for many. They 
have one factor in common: the patients were able to report 
actual or past material in abundance, often reaching back to 
earliest childhood memories; they showed an "understanding" 
of the material presented, but the depressive or paranoid- 
tainted attitudes did not disappear, and the process of treat- 
ment could not be stopped because of existing tendencies for 
self-annihilation. 

Patient C.T., a middle-aged woman, was admitted after 
her thirteen-year-old daughter died of a malignant disease. 
In previous years the mother frequently had been given 
psychiatric attention. Recently, she had spent more than four 
months in the same hospital room with the daughter, nursing 
her devotedly. "Five minutes with her meant weeks to me 
she was wonderful to be with ... we were more than mother 
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and daughter we were the best of friends/* In spite of all 
conceivable medical efforts the daughter died after a sickness 
lasting about a year. Our patient was undoubtedly suicidal, 
showed paranoid ideas and had to be institutionalized. She 
offered the typical ambivalence towards her dead child, 
expressing that if the daughter had died earlier she would 
have been spared much hardship. Moreover, after initial 
evasion, the patient admitted that the relationship with her 
husband had become more and more strained for a good many 
years. She felt that he never had offered proper understanding 
and sympathy. On occasion, she burst out into overt hostility 
directed towards her husband. Many hours of psychotherapy, 
with extensive ventilation of the reasons for her long-standing 
depression and for the existing marital difficulties, did not 
produce desired results. The question arose: do we have to 
deal only with a reactive depression, well understood on the 
basis of the material presented, or is there, well hidden behind 
it all, an infantile, hardly recognizable part? 

We tried a few ECTs on the patient, with the result that 
her depression dissolved within a few days. Following this, the 
superstructure, the well-understood state of present mourning, 
changed in quality and gave place to a "normal" state of 
mourning. This "classical" type of melancholia, commonly 
observed in states of the loss of a beloved person, became 
integrated. 

The second case concerns a woman in her menopausal 
years who had always been subject to depressive reactions with 
no adequate reason; she was admitted because of acute and 
most severe suicidal tendencies. She had not been sleeping 
for more than a week; she refused to eat and was desperate. 
The cause of this depression was the very recent loss of her 
only daughter in an automobile accident. She had been especially 
devoted to her and felt that she could not go on living. Her 
severe state of melancholia, accompanied by paranoid thoughts 
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(suspicions and projections), was fully understandable. More- 
over, the melancholia occurred at a time which often gives rise 
to such reactions: the menopause. Great resistance was encoun- 
tered from some of our co-workers when it was suggested that 
there was an unresolved infantile part of mourning present and 
that the only way of helping would be the administration of 
treatment attacking that infantile part. No verbal access to it 
existed; yet time was of the essence. This patient recuperated 
after three ECTs to a point where the severe mourning and the 
paranoid ideas disappeared. She could be discharged within 
several weeks with no danger for her life, and no relapse 
followed. 

The third case concerns a married woman in her middle 
thirties. She had been under psychiatric care for approximately 
eight years prior to her admission, mostly for supportive 
psychotherapy. She had frequently changed psychiatrists. 
Two years of this time had been spent in psychoanalytic 
treatment. 

The childhood history of this patient is a most traumatic 
one: she lost both parents when she was three and was reared 
in orphanages and various foster homes "where the parents 
were only interested in the money they made on her". Around 
the fifth year of life, seduction by a distant relative occurred. 
It repelled her and created severe guilt feelings. A happier time 
began when she was in her teens, being with foster parents who 
she felt loved her. At that time, she showed better progress in 
her schoolwork and social behaviour. 

The unhappy years were the centre of her deliberations in 
psychotherapeutic sessions and were used to explain her present 
depressions and shortcomings. The craving for love and affec- 
tion was outstanding; she was doing well when she felt loved, 
and she regressed into depressions and misbehaviour when she 
felt that love was withdrawn. This desire for love was so great 
that she did not feel satisfied with any amount one could give 
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her* She married several times, always with the hope that the 
next husband could give her more love and affection than the 
previous one. It was not surprising that her present husband, 
who exerted himself to satisfy her needs, was also unsuccessful. 
There were various episodes when she ran away from home, 
withdrew herself, but soon returned full of sorrow and regret. 
At times she neglected her three children; at other times she 
showed them the greatest amount of affection* 

The character of her states of excitement was most peculiar. 
She would suddenly feel provoked and highly annoyed, become 
aggressive, and finally go into a condition which deserves the 
name "sham rage". Although fully aware that she later would 
be regretful, she did not stop raging. The rage had a severe 
compulsive note. After it, she relaxed and became quiet, but 
the damage was done and the difficulties in her marriage 
increased progressively. 

It was assumed that the history of this patient, with extreme 
difficulties reaching back to her third year of life (time of the 
loss of her parents), and the following highly unsatisfactory 
foster arrangements with no saturation of her unusually great 
love demands, seemed to explain her basic character. But this 
fragmentary explanation could not satisfactorily account for 
her states of rage and pointed in the direction of an earlier 
trauma. 

The patient was subjected to nine ECTs; six were followed 
by acetone inhalation. After the termination of this course of 
treatment, there was a complete change in her behaviour. 
Several months later, her husband reported that this was the 
only happy time they had ever experienced together, a time 
during which his wife was relaxed, cheerful and free of rage. 
Unfortunately, treatment was discontinued and within a few 
months the patient slowly went back to her former behaviour, 
with new difficulties arising. It is our firm belief that if the 
psychotic, verbally inaccessible nucleus could have been reached 
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intermittently by therapy, we would have been able to carry 
the patient symptom-free for an unlimited time. 

Recently, after another year of external difficulties, while 
psychotheraphy was in progress, the patient came back for 
more organic treatment, which within a short time brought her 
condition again under full control. 
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9 
ON SADISM AND MASOCHISM 



DEPRIVATION of food at the earliest point of life, even for 
only a short time, results in the appearance of abnormal 
metabolites which bring centrally-regulated mechanisms into 
play. This, on the psychological plane, is accompanied by 
hallucinations as a result of despair caused by food deprivation. 
The reflex is momentarily disrupted when the mother appears 
and food is given. The increased tension established by the 
foregoing deprivations and frustrations eventually leads to an 
abnormally increased degree of satisfaction. Here we are at the 
borderline of physiological and pathological events which very 
probably occur constantly in earliest infancy. They remain 
undiscovered, and are discovered only when they lead to visible 
clinical disturbances. But we should not forget that we encounter 
here a near-physiological mechanism which represents the core of 
sadism and masochism. The sadism at this point of events is 
expressed by ravenous eating desires and an increased use of 
the instrument, the mouth, as a medium to express this sadistic 
desire. "Eating up and destroying the mother's breast," the 
incorporating of it, finds here its first physiological justification. 
We are close to Melanie Klein's (87) conclusions, although we 
reach them by means of different premises. 

The opposite "perversion 5 *, too, masochism, can also find 
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physiologically permissible explanation. One always wonders 
why sadism and masochism are positive and negative manifes- 
tations of the same phenomenon. We may state here that in 
our opinion these two mechanisms occur concomitantly in the 
earliest stage of life. If someone and this applies also to an 
adult is deprived of food for a long period, and hunger appears 
as a painful experience, food then given creates a much higher 
form of satisfaction than when given at a time when the hunger 
tension had not yet developed to a high degree. If satisfaction in 
feeding is given at a point of great hunger or even at the point 
of starvation, the pleasure derived from it is by far greater. 
Masochistically experienced pleasure must develop at this point. 
If the individual becomes conditioned, and if this reflex 
mechanism persists, though dormant, then all the later- 
developed character structures of the masochistic individual 
can be related back to the original experience. 

We are approximating Reik's concept (88), when, in dis- 
cussing the "erogenic masochism", he states: ". . . this 
phenomenon, which can never be observed and can only be 
reconstructed, would only amount to a physiological factor . . ." 
Furthermore, we agree with the statement: "I do not know of 
one case of severe masochistic perversion or deformation of 
character which has been completely 'cured'." 

In conclusion: sadism and masochism evolve concomitantly, 
at the same stage of human development, on the basis of the 
early hunger trauma. They constitute originally near-physio- 
logical occurrences, they condition the individual, and they 
form the nucleus for the later "perversions", whereby 
depending on originally minute and not yet fully circumscrib- 
able conditions one part of the pair (either masochism or 
sadism) may assume predominance in the adult's arsenal of 
perversions. 



10 

ON CATATtNIC iEHAVIfUR 



THE opinions on catatonic behaviour are as diverse as are the 
individualities of the various researchers. Bleuler (89), in 
discussing various opinions on the nature of catatonic 
attitudes, especially catalepsy, rejects the old theories of 
Kahlbaum (90), Rieger (91) and others, and arrives at 
the following conclusion: "For us there can be no doubt 
that catalepsy is precipitated by psychic factors on the basis 
of some unknown, generalized predisposition. Only such a 
concept can explain the rapid changes that occur ... in this 
respect." We more closely approximate Fenichel (92); "In 
some stereotypies and bizarre attitudes, the original pur- 
poseful intention, which failed and became automatized by 
the disintegration of the personality and the deep motor 
regression, is still recognizable . . . Catatonoid behavior often 
implies a scar remaining from a psychotic episode which has 
perhaps not been recognized as such . . ." Tausk (93) states that: 
". . , Certain symptoms for example, catatonic postures and 
movements suggest that there might even be a recurrence of 
impulses from the period of intrauterine existence," 

Postnatal observations are emphasized by Ribble (94) in 
her discussion of "so-called sleep" (which soon takes on the 
quality of a stupor), frequently connected with gastrointestinal 
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disturbances and with regurgitation of food and diarrhoea; 
Greenacre's (95) and Spitz's (96) observations of a "tendency 
toward vegetative splanchnic regression" and a * 'lapse into 
exhaustive semistuporous state", belong to the most eminent 
contributions to the problem of catatonia. 

The newborn infant suffering from hunger must operate 
economically with the source of supply at hand. Any kind of 
unnecessary movement leads to an increased use of physical 
reserves and, therefore, to an increase in hunger. The cataleptic 
position represents a state of relative rest and passivity. The 
metabolism during cataleptic or catatonic positions, no matter 
how bizarre or how long-lasting they are, is relatively low, and 
only small amounts of calories are used up. (If someone would 
try to imitate actively catatonic positions, often maintained for 
hours, he would very soon lapse into a state of physical exhaus- 
tion.) From this concept, we may describe the cataleptic position 
as an attempt of the individual, originating in the beginning of 
life, to economize the resources of power at his disposition. It 
is a symptom of attempted survival. This mechanism also 
becomes conditioned. Its reappearance during the schizophrenic 
process is a mere repetition of an originally physiological 
symptom which now, built into the grown-up personality, is 
one of the cardinal pathological symptoms seen in schizophrenia. 
'** The tendencies towards homicide or suicide, too, which so 
often impulsively arise in catatonic schizophrenics find an 
explanation in our basic concept. How can homicide and suicide 
represent the expression of the same tendency? In "On Sadism 
and Masochism" we have tried to answer how diametrically 
opposed forces can arise from the same basic disturbance. Here 
again we encounter a pair: we equalize the homicidal with the 
suicidal impulses; where we find these highly opposite trends 
present in one individual, we are unable to predict which road 
he will choose. 

We explain it as follows: the deprivation of food at the 
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early point of life causes a state of utter despair, followed by 
two reactions. First, this occurrence, the hunger trauma, leads 
the individual more and more to the point of destruction, and 
this destruction, already partially experienced, would be a 
"solution" leading to a point of homeostasis, in this case, death. 
The wish for suicide here represents a physiological desire. If the 
individual remains conditioned to it, this later appears as the 
well-known suicidal tendency. The precipitations for such 
later reactions may be thoroughly non-specific, but in general 
they are situations of frustration and deprivation of love, thus 
again a duplication of the earliest occurrences. 

The homicidal tendencies stem from the same source: they 
represent the desires of the vegetating individual to destroy 
the mother, the host inimical to the symbiotic guest. This for 
two reasons: first, they constitute the deeply unconscious 
retaliation of the frustrated individual. The desire to hurt, 
though it kills the hurting person, here finds its deepest 
explanation; second, they constitute the unconscious wish for 
an end of suffering, death, because with the end of the sym- 
biotic relationship as perceived at that time the death of 
the mother would mean the death of the individual himself. 
At this stage of life a choice of objects is not yet developed. All 
that happens occurs on the symbiotic level, and the death of the 
mother means final starvation and, with it, the end of the pain. 
Homicide and suicide are here the same, the solution. 



II 
ON PARANOID THINKING 



THE paranoid mechanism, too, can find an explanation in 
occurrences at the beginning of life. It then constitutes some- 
thing "physiological". We may explain a model of a paranoid 
reaction by means of the following illustration: the infant 
deprived of adequate nourishment responds with typical signs 
of restlessness and reaches out in search of food. At that time 
the fulfilment of the physiological desire would be the offering 
of food, thus producing satisfaction by adequate means. How- 
ever, instead of the desire being adequately satisfied, substitutes 
may be administered, with the same final results. For instance, 
taking the infant out of the crib and rocking it in the typical 
rhythmical process, often accompanied by a singsong, soon 
brings about quietness and sleep. The pain of starvation is thus 
substituted for by pleasure from different sources (kinesthetic 
and acoustic), and the individual is cheated despite the fact 
that the end product is the same. Here we have created a pattern 
of a paranoid mechanism. Suspicions and projections, main 
symptoms of the paranoid, gain a real basis. 

Originally in the service of physiological purposes, this 
mechanism constitutes (as a result of conditioning) a paranoid 
symptom of later life. In other words, what we are seeing in the 
schizophrenic as a paranoid phenomenon is but a revival of a 
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device frequently occurring in earliest infancy. Into what form 
this may develop at the various emotional stages of a paranoid's 
life, or what kaleidoscopic aspects it may assume is not our 
present concern. What we want to show here is that the principle 
which predisposes an individual to the later paranoid thinking 
stems from a phenomenon appearing at the beginning of life. 

The meaning of delusions, first revealed by Freud in the 
case of Schreber (97), is fully applicable to the occurrences 
deriving from the original hunger trauma. Schreber protected 
himself from paranoid tendencies by denying and projecting. 
"I do not love him; I hate him" is, according to Freud, the 
first self-defence. Later it turns into the projection "I hate him 
and he therefore hates me". The same ideation, though not 
accomplished by cortical thinking, since all this happens on a 
preverbal level, prevails in our case, with the only difference 
that projection is derived from a determinable early frustration 
caused by the mother, or the mother substitute, who presents 
food but at the same time starves the individual. The paranoid 
pattern remains in existence and assumed various aspects 
depending upon the state of life in which it reappears. 

The same concept can be applied to magical thinking and 
feelings of omnipotence frequently encountered in psychotics: 
the individual, starved on the vegetative, archaic level, auto- 
matically produces increased tension. After certain starvation 
periods are experienced and in our case histories we shall 
show both the length and intensity of such periods and the 
inner tension reaches its height, food, as a rule, is offered in 
relatively unlimited and easily obtainable quantities. Since in 
this stage of life we deal with a "purified pleasure ego", in 
which pleasurable sensations are experienced in the mode of 
"something to be swallowed" (98), the ultimately obtained 
satisfaction must be accompanied by "magical thinking" (fulfil- 
ment by wishing power as a biological necessity for homeostasis) 
according to the following scheme: "If I wish strongly enough 
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then fulfilment will occur. This then constitutes a model of 
magical thinking, the earliest occurrence of which can well be 
explained by natural happenings. 

If such a pattern is once created and remains in existence, 
the nucleus being originally a "physiological" mechanism, then 
the individual becomes predisposed to magical thinking, later 
precipitated by various non-definable causes. It may appear in 
a person with well-developed ego qualities, bizarre and thor- 
oughly alien to the developed ego. But we have overlooked that 
in a non-ego state, at the time of its original formation, it was 
physiologically well understandable. 



12 

ON HOMOSEXUALITY 



THE appearance of homosexual tendencies in paranoid schizo- 
phrenics has been corroborated by many investigators following 
Freud's original concept. Some consider these trends in the 
paranoid an expression of a regressive phylogenetic tendency. 
Fenichel (99) says: "In a regression to narcissism, the level of 
homosexuality is an intermediary step, where the regression 
may temporarily stop; and a person who has regressed to the 
level of narcissism, in striving to recover and to return to the 
objective world, may fail to get beyond a homosexual level." 
Rosen (100) arrives at a similar conclusion: "When the ego can 
no longer properly defend itself, the unconscious homosexuality 
threatens to emerge. In the unconscious, homosexuality is the 
equivalent of castration because both conditions preclude the 
continuance of the stream of life." 

Like many other psychiatrists, we have tried to make the 
schizophrenic understand his homosexual wishes, especially 
when he is in good contact and on a good verbal level, hoping 
that with the "understanding" of the "dynamics" a mitigation 
of guilt feelings resulting from the homosexual wishes could be 
accomplished. Frequently we have believed ourselves successful 
in promoting insight into this outstanding symptom, and the 
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paranoid, at least the not-too-far-regressed one, often "under- 
stood". But we do not remember a single instance where with 
this * 'understanding" the symptom disappeared. We, too, are 
inclined to believe that homosexuality in the schizophrenic is 
not a symptom per se> but that it represents one of the stages in 
the course of the regressive process. We believe homosexuality 
appearing in the paranoid is but another expression of an oral 
fixation. This form of homosexuality cannot be compared with 
the homosexuality observed frequently in non-schizophrenics. 
In, let us call it, "sublimated homosexuality", the physical 
desire and its fulfilment may also be present, but this is not 
the exclusive factor and has often been converted partially or 
fully to higher levels of culture or art, etc. 

What leads us to believe that we deal with an oral 
phenomenon are certain observations in schizophrenics. The 
motives of their homosexual acting out were "sucking and 
being sucked''. In several instances schizophrenic homosexuals 
expressed: "When I suck off another man and swallow the 
sperm I feel that strengh is coming into me." It was intimated 
that incorporation of sperma stood for the incorporation of the 
mother's milk. Any development into higher aims and sub- 
limation to friendship or culturally advanced levels was absent. 

One case may illustrate this point. A man in his forties 
who was under our care about ten years ago was fanatically 
religious; he belonged to a sect of highest moral and ethical 
standards, led a frugal almost puritanical life, and gave more 
than his share to the ones in need. His paranoid schizophrenia 
was expressed mainly by the fact that he went into panicky 
states when reading of sex crimes in the daily paper. He felt, 
often for weeks, that the police were searching for him; when 
walking oil the street he looked around in fear; he heard voices 
talking about his crimes, and he felt so miserable that he 
withdrew from real life, 

A sexual perversion had existed for a good many years. 
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Suddenly he would be overcome with the desire to find someone 
who would relieve him. It frequently happened that he left 
public transportation on his way home, went to a toilet in order 
to find someone who would indulge him. After such an act 
he felt "stronger" and went home quietly, and many of his 
psychomatic disturbances, like weakness and headaches, dis- 
appeared, at least temporarily. On some occasions, when a 
partner insisted that he also perform fellatio, he did so, though 
reluctantly, and explained it afterwards in the terms that he had 
"given strength" to the other person in letting him have his 
sperm (identification with the nursing mother). This man was 
in constant conflict, presenting projections and suspicions, 
unable to integrate his perverted life with his religious and 
moral attitudes. As far as catamnestic studies reveal, his 
behaviour has not changed and all "therapeutic" efforts were 
in vain. He established a certain amount of restraint on the 
basis of the fear of being discovered. 

His homosexuality was greatly distinguished from what we 
usually call "homosexuality", unless we assume that in every 
homosexual there is present a psychotic residuum, pointing in 
the direction of an early oral trauma. 

In such cases we see a clear determination of the perverted 
to return to an oral level. Homosexuality can only be explained 
by the arising of early, irresistible desires which the patient can 
at best comprehend intellectually, but not affectively. 

We see, then, in the schizophrenic's homosexual behaviour a 
pathological phenomenon (frequently combined with secondary 
formations such as guilt and depression, rising to a higher ego 
level) representing an originally biological, oral desire, the 
incorporation of strength-producing substances. The schizo- 
phrenic's form of homosexuality develops from the original 
hunger trauma, regardless of what shape and form this perversion 
may assume later in life. 
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13 

PARADOXICAL VEGETATIVE RESPONSES 
IN THE ORALLY REGRESSED ALCOHOLIC 



ALTHOUGH the following does not directly concern schizo- 
phrenics, it seems worth-while to present it here since it 
concerns a group of patients who are fixated also on an oral 
level. Some might be considered schizophrenic in nature, but 
since alcoholism is their outstanding symptom, they are classi- 
fied as alcoholics. In 1951, we (101) presented data on how the 
blood acidity (measured by pH determinations) of six alcoholic 
patients responded to ECTs. (According to experience, alcoholic 
patients are critically vulnerable to shock treatment during a 
state of inebriation. Electrostimulation in these instances was 
given after the patient had fully recovered from the acute 
intoxication.) The results obtained were approximately the 
same in all cases. In contrast to any other group of patients, 
only minute pH variations were obtained, indicating a lack in 
the regulation of the acid-base balance in the alcoholic. A fact 
which makes this lack of response even more significant is that 
these six patients responded to ECT with complete seizures, 
accompanied by the usual clinical manifestations such as apnea, 
cyanosis > etc. The expected blood acidity did not occur. In but 
one instance could we observe an approximation of pH values 
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considered typical during ECT. Interestingly enough, observa- 
tion of a "cured" alcoholic, who had been drinking heavily up 
to four years prior to our study, still revealed an almost complete 
absence of pH reduction during ECT. This was the more sur- 
prising since this patient developed a severe degree of cyanosis 
and apnea during and after each treatment, which, as a rule, 
is followed by marked acidity in the blood. In other instances 
we encountered even paradoxical reactions, i.e. the pH measure- 
ments went up during shock treatment, a phenomenon never 
observed in any other group of patients. These findings open 
new avenues for the etiological understanding and treatment of 
alcoholism. One has to assume that there are organic-functional 
reasons behind the clinical manifestations pointing in the direc- 
tion of an existing lack of vegetative regulation. On the basis 
of our research we cannot as yet state categorically that these 
disturbances are the primary cause of drinking. 

We wondered whether the lack of vegetative regulation as 
observed in alcoholics could be found also in other forms of 
addiction. Though the material tested is limited, we would like 
to adduce two instances, one of morphine and one of bromide 
addiction. 

The morphine addiction concerned a woman in her thirties 
who was admitted to our institution six times, always severely 
ill, having used as much as eleven grains daily by subcutaneous 
injection. On one occasion, after the acute symptoms of addic- 
tion had disappeared, we subjected the patient to pH testing. 
Two ECTs were administered in fast succession. We know 
from numerous observations that such treatment is accompanied 
by pH reduction of at least 0-4 to 0-6. In this patient we observed 
the same reaction as seen in alcoholics, namely, almost no pH 
reduction (o-i). 

An identical observation could be made on the bromide 
addict, a woman of almost fifty who came to us in a semi- 
comatose state and whose history showed that she had been 
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using large amounts of bromide for almost twenty years, After 
a period of recuperation, she was subjected to three ECTs on 
three different days, whereby we could observe that there was 
almost no pH reduction during ECT (0-05, 0-08, 0-06, 
respectively). 

If this observation, a lack of vegetative response in 
alcoholism and in other forms of addiction, can be verified, 
completely different concepts concerning etiology of addiction 
will emerge. 



THOUGHTS ON UNCONSCIOUS 
SELF-DESTRUCTION 



A DIGRESSION into a discussion of another disorder perhaps 
correlated with an early vegetative psychosomatic injury seems 
permissible. For many years, we have thought that carcinoma- 
tosis in principle might be comparable to schizophrenia, although 
differently expressed. The common denominator of both is a 
regression to early stages of life. In the cancerous patient, we see 
cell complexes multiplying rapidly, a condition which is normal 
during the original growth of the individual, when growth is 
the organism's only function. If such rapid physiological growth 
reappears later in life, it constitutes a pathological phenomenon 
leading to the destruction of the individual. 

In the mature individual there is a constant growth of new 
cells, such as skin, hair, nails and replacement of destroyed 
tissues, which could become the starting point for the uncon- 
trollable growth of cell complexes. Most individuals are spared 
from such an event. One could go even further and claim it 
conceivable that a thorough microscopic examination of a total 
organism would show ever-present embryonic cell complexes 
embedded in the so-called "healthy organism" without having 
the tendency to proliferate destructively. The question then 
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arises why one individual is apt to respond with cellular 
self-destruction, while another, organized in practically the 
same way and potentially showing the same possibilities, is 
spared. 

There is believed to exist a certain psychological aptitude 
for the development of carcinomatosis and certain emotionally 
unbearable conditions often found in the history of the 
individual later affected with carcinoma. Kowal (102), in his 
recent article "Emotions as a Cause of Cancer", concludes: 

u The techniques of investigation used by these i8th and 
19th century physicians are the ones that have been available 
to all physicians at all times . . . out of the whole range of 
human emotions they all, more or less, tended to select for 
emphasis those which reflected despair or hopelessness as 
the precursor of the neoplastic state. Of this relation between 
despair and cancer they were convinced ..." 

Crinker and Robbins (103), in Psychosomatic Case Book, 
emphasize the emotional reaction of hopeless resignation and 
a typical depression in two cases of cancer. Blumberg and his 
co-workers (104) conclude: 

"The data obtained suggest that longstanding, intense 
emotional stress may exert a profoundly stimulating effect 
on the growth rate of an established cancer in man . . ." 

Stephenson and Grace (105) write: 

"Prominent in this study was a dislike of sexual inter- 
course, amounting to an actual aversion of it, in a high 
proportion of the patients. The failure to achieve orgastic 
satisfaction in intercourse, the high incidence of divorce, 
desertion, and unfaithful husbands, separation, and sexual 
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intercourse with others than the marital partner, are probable 
indicators of poor sexual adjustment. All of these occur more 
frequently in patients with cancer of the cervix than in those 
with cancer at other sites and antedate the onset of the cancer 
by many years." 

LeShan and Worthington (106) observed the loss of an impor- 
tant relationship before the diagnosis of cancer, an inability to 
express hostile feelings, and tension over the death of a parent 
in the protocols of 152 cancer patients. 

Although our own studies are fragmentary, the following 
incident should be mentioned: Dr. Bertha Van Hoosen, the 
"petticoat physician" (107), came to us in 1948, knowing about 
our trends of thinking, and suggested that we treat two patients 
suffering from far progressed carcinoma with widely spread 
metastases. She wanted to have these two patients treated by 
stimulation of the vegetative brain with ECTs. We treated the 
middle-aged man and the middle-aged woman for about one 
week, and it seemed that the male patient temporarily showed 
improvement; his weight increased and he was able to get out 
of bed, sit in the dayroom with other patients, converse and 
play games. Unfortunately, the illness was so far progressed 
that both patients soon died from their illness. The death of 
Dr. Van Hoosen precluded the continuance of our therapeutic 
endeavours. 

Although, as expressed before, there is not yet definite 
proof that carcinomatosis is a regressive illness and is com- 
parable with the biological principle prevailing in the schizo- 
phrenic process, it seems to us worth-while to go further into 
the history of patients affected with carcinoma in order to find 
out whether there were typical vegetative disturbances in early 
life conditioning the lower brain. Moreover, it would be of 
value to continue the studies described to find out whether 
patients afflicted with carcinoma have undergone certain stresses 
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which were reflected in their early vegetative behaviour. Lastly, 
if such correlations could be established, one should try to treat 
these patients from the neurosomatic angle, with the intention 
of influencing diencephalic regulatory mechanisms. 
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PROPHYLACTIC SUGGESTIONS 



IF prophylactic measures in schizophrenia are conceivable, 
they must be applied when traumatizing influences actually 
occur. Though one may assume in certain instances that 
heredity may play an important role, this question is far from 
being answerable. Bleuler (108) writes: 

"And yet heredity does pky its role in the etiology of 
schizophrenia, but the extent and kind of its influence 
cannot as yet be stated. In order to be able to accomplish 
something more than what has already been done on this 
question of heredity, we first of all would need a workable 
concept of heredity." 

Not much progress has been made in clarifying the significance 
of heredity since Bleuler wrote his classic. 

If one has to assume decisive hereditary factors, in our 
opinion they can be narrowed down to the assumption of an 
organic-functional affection of the lower brain. Generally 
speaking, we sometimes see an inclination to schizopathological 
reactions the appearance of a low vegetative resistance or a 
vegetative preponderance present in various members of a 
family or in the ascendants, and shown in various intensities 
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(partially or fully developed illnesses). In other words, we feel 
that we can delineate the concept of heredity in schizophrenia 
and can attribute "heredity" to certain portions of the brain 
instead of speaking in general categories. 

Such a concept has various advantages. We can pin-point 
the problem and in the future perhaps find ways to combat 
vegetative predominance. Moreover, we feel that prophylactic 
work can be done even now in a way that will enable us to 
hinder the development of illness, for which a predisposition 
exists, by proper action in the critical times when an increase 
in the vulnerability of the vegetative brain may appear. 

It is most illuminating to study publications which compare 
the practices of primitive societies with modern civilizations. 

Whiting and Child (109), in Child Training and Personality, 
based on a survey of fifty-two primitive societies, state: 

"About one-half of these societies are characterized by 
the mother's having few responsibilities during the nursing 
period which would interfere with child care, and by her 
assuming the duty of being continuously near her infant, 
feeding him whenever he is judged hungry, and in general 
using nursing as a means of pacifying the child whenever he 
has discomforts which cannot be readily removed in other 
ways. This general pattern of high oral indulgence [italics 
ours] is encountered over and over again in accounts of 
child care in primitive societies, and could accurately be 
said to be the most characteristic mode of treatment of young 
infants the world over." 

According to these authors, the other half of the societies 
studied show decreasing degrees of oral indulgence of infants 
from group to group and consider that the lowest point of 
indulgence is reached by the Marquesans. They quote Davis 
and Havighurst (no), who place the American middle-class 
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group two points higher than the Marquesans, but lower than 
any other of the fifty-one societies. "The lowness of this rating 
was influenced both by the short duration of the nursing period 
in the American middle-class group and by the extremely low 
degree of freedom in indulgence of oral interests permitted by 
them." 

The preceding statements clearly express what price we 
pay for our present cultural and hygienic "accomplishments'*. 
Although we do not know how great the Incidence of schizo- 
phrenia is in primitive societies (what is considered schizo- 
phrenia in our cultural medium Is not necessarily considered 
schizophrenia in a primitive setting), we see a constant increase 
of this disease in our society, to a point that hospital facilities 
become more and more inadequate. Almost every psychiatric 
hospital is forced to increase its bed capacity to satisfy the 
ever-increasing needs. 

Prophylaxis has to begin at the point of the hypothetical 
trauma. We have to return to nature-prescribed modes, to 
more primitive forms of feeding and handling the newly born 
in order to eliminate the first trauma. The natural complications 
connected with the act of birth are in itself of pathogenic 
nature (in), especially in our domesticated society. This has 
to be accepted as an unchangeable factor, although one should 
painstakingly attempt to eliminate the occurrence of asphyxia, 
which itself produces vegetative strain at the beginning of life. 
What we can avoid and what Is avoided in most primitive 
societies is the trauma of the first few weeks of life. We, 
autistically thinking and following standard schemes, care- 
lessly adhere to strict rules of feeding, thereby neglecting 
individual needs of the newly born. 

Furthermore, we should ascertain whether or not a prospec- 
tive mother or her ancestors have shown signs of vegetative 
disturbances. If such instances prevail, we should draw special 
attention to the potential dangers and demand even more proper 
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dietary methods for the newly born, thus avoiding or mitigating 
early traumatic influences superimposed on probable hereditary 
weaknesses. 

In the face of the disadvantages resulting from domestica- 
tion and physical degeneration in our present society, we should 
not make ourselves believe that breast-feeding in one instance 
is identical with breast-feeding in another. There is great 
variance in individual demands, and additional nourishment 
has to be given if there exists the slightest indication that the 
infant is not fed satisfactorily. 

Benedict and Talbot (112) postulate: "Those in charge of 
the infant at this time should therefore have practical experience 
in supplemental feeding, for a disturbance of the digestion in the 
first few days after birth is most harmful and may even prove 
fatal 3 ' [Italics ours.] Morse and Talbot (113) wrote: "There is 
no [other] time in a baby's life in which it is so easy to disturb 
the digestion or in which it is so difficult to correct the 
disturbance, if it is caused." 

We should not satisfy ourselves with the psychological 
explanations so strongly emphasized in our days: the assumption 
of the schizophrenia-producing "cold and aloof" mother who 
fails to provide warmth and affection for the young child. 
Romulus and Remus grew up without a mother, cared for only 
by an apparently plenty-of-milk-producing female wolf, and 
from all indications it seems that later in life they became 
anything but schizophrenics. 

Furthermore, whenever we observe an individual's sudden 
craving for foodstuffs, especially a preference for carbohydrates, 
and the appearance of tendencies to over-eat interchanging 
with inclinations to fast, we should consider this a schizo- 
pathological symptom. We should then investigate carefully 
the existing psychological and biological situations. Very fre- 
quently psychological prophylactic methods, often coupled with 
change of environment, are curative and illness-preventing. 



PROPHYLACTIC SUGGESTIONS 

Federn (114) elaborates very convincingly that it is so much 
easier to prevent a schizophrenic illness from progressing than 
it is to heal it when once established. 

When the schizophrenic illness has developed further and 
a circumscribable clinical entity is apparent, the use of organic, 
vegetative brain-influencing methods become imperative in 
order to check the existing illness and to prevent it from pro- 
gressing to a fully developed, often inaccessible clinical picture. 

Our knowledge is still too limited, however, to permit final 
conclusions. 



i6 
SOCIO-ECONOMIC ASPECTS, AN APPEAL 



ASIDE from the therapeutic consequences arising from this 
new concept of the etiology of schizophrenia, there are also 
inherent ethical and moral consequences. These have been 
repressed, however, by our contemporaries in a manner com- 
parable to that of patients who repress their non-tolerable 
feelings in order to free themselves from the onslaught of guilt 
feelings. We live in a democratic society, but the principles 
resulting therefrom are not adequately put into practice. How 
peculiar is the fact that distancing himself from dreary events 
renders the human being unaware of them, though the facts 
continue to exist. Those who have the frequent opportunity to 
visit large institutions and see conditions at first hand are again 
and again amazed and shocked by prevailing conditions. The 
authorities try to ameliorate them as much as possible, not only 
by allotting large amounts of their budgets, but also by constant 
attempts to find better solutions. 

We are convinced that the now-prevailing prophylaxis and 
therapy of schizophrenia are based on erroneous concepts. The 
hading principle must be that the patient be treated during the 
healthy interval. It is easier to eliminate an acute episode than 
to maintain the patient on a symptom-free level. For instance, 
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it is imperative to treat female schizophrenics regularly a few 
days prior to the onset of their menstruation, a time which 
often marks the beginning of another episode. It has been our 
general practice for a long time to treat schizophrenic patients 
over many months or even years with about one to two treat- 
ments each month, at increasingly longer intervals, thus 
controlling the process. 

We created, several years ago, a so-called "week-end clinic". 
From Friday night to Monday morning a large number of 
patients visit the clinic for either a few hours or for a night or 
two. They are treated organically as well as psychologically 
during this time; they are given the care which satisfies their 
needs for dependency. This serves a threefold purpose: first, 
they receive the proper interval-care; second, during their free 
time they do not have to stay in an illness-precipitating home 
environment full of mutual resentments, and third, they are 
cared for without the knowledge of the employer and with no 
time lost at work. This procedure has proved most beneficial. 
We feel sure that it has saved many from returning to institu- 
tions for shorter or longer periods. Would it not be possible for 
the authorities spending large amounts of money for institu- 
tional care of the ever-relapsing patient to practise more 
preventive medicine in the same manner? 

Another condition must exist in order to keep the partially 
or fully "recuperated" schizophrenic in a state of workable 
equilibrium. Many patients could be discharged from institu- 
tions if facilities existed where they could live, "carefree" and 
undisturbed by their ever-traumatizing home environment, at 
least for several months after the termination of an acute or sub- 
acute episode. To deal with this difficult problem, we created 
our "Guest House" a number of years ago. Here, a group of 
patients, originally acutely psychotic and subject to hospitaliza- 
tion, live "recuperated" and well protected. Some of them work 
for the institution, or, if they have progressed further, obtain 
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jobs in the vicinity; some return to school or to their former 
places of occupation, still remaining under our protection and 
free to come to us for counselling at any time. These patients 
know that we are ready to assist and to help whenever the need 
should arise. Furthermore, they know that such arrangements 
can be continued until the traumatizing, often sickness- 
precipitating, outside situation has been remedied or relieved. 
These arrangements have been most helpful, and on this basis 
many patients gradually have been brought back to society. 
Without this, we are convinced, they would have remained in 
institutions and would have become the type of patient who 
relapses and continually needs to be reinstitutionalized. 

In contrast, there is an infinitesimal sector of the population 
cared for by hundreds of well-trained psychiatrists and psycho- 
analysts. Many maintain suites in the professional skyscrapers, 
at best being able to take care of a handful of patients. The 
"research cases", accepted by some of them and by some 
specialized clinics on a charitable or semi-charitable basis, are 
a "drop in the bucket" compared with the number of people 
who need help. It should be emphasized that it is not necessary 
to spend an hour daily with everyone who needs help. Many 
patients can be cared for by short and precise counselling on 
each visit, by intelligently treating their present needs and only 
secondarily probing deeper into past, traumatic experiences. 
Re-repression is the slogan here. This can be achieved through 
"intermediaries" (115) who are not medical men, but are 
working under proper supervision until they have accumulated 
enough knowledge and experience to work independently. 

In this context, one is reminded of Freud's "Discussion on 
Lay Analysis" (116). "Psycho-analysis is not a specialized 
branch of medicine . . . [it] falls under the head of psychology 
. , .. Would it not be more expedient to recognize the fact of 
their existence [the lay analysts] by offering them opportunities 
for training?" 
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Federn's (117) statement should be remembered: 

"For treatment and prophylaxis, many more psychiatrists 
are needed, as well as many more psychoanalytically trained 
nurses, attendants, and social workers. There will come a 
time when the American Medical Association and the 
psychiatric and psychoanalytic associations will themselves 
promote this instruction. The wisdom of Freud in regard 
to lay analysis is still outstanding. I would like to see nurses 
trained in and through all psychoanalytic societies, or at least 
with their help. We cannot wait for exceptions like Gertrud 
Schwing among nurses, or Anna Freud among pedagogues, 
for thousands of such helpers are needed to fight widespread 
psychosis." 

No one speaks of "cure", which is not obtainable anyway. 
Managing and caring for the patient with understanding and 
love on a present ego-level undoes or frequently mitigates the 
early, omnipresent trauma and its consequences. 

When we see the hordes of patients in our state institutions 
we are reminded of The Beggar's Opera. The emaciated, 
grotesque-looking figure alternates with the fat, bloated one; 
the quiet, autistic type alternates with the excited demonstra- 
tive. Here is a conglomeration of human unhappiness comprised 
of thousands of bizarre figures. They all have one thing in 
common: they pay the price for the "high" achievements of 
mankind. As Homer W. Smith (i 18) says in Man and His Gods: 

"Homo sapiens represents an anthropoid whose develop- 
ment in certain respects has not only been greatly slowed but 
arrested at an early stage. The most important consequences 
of this retardation are that the time during which the cranium 
remains plastic and the brain has an opportunity to enlarge is 
greatly prolonged; and that the young are cared for over a 
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longer period, during which time they remain amenable to edu- 
cation and enjoy an opportunity for the transmission of cultural 
experience from one generation to another" [Italics ours.] 

But all of us have calmed our collective conscience and do not 
rebel. 

The psychotic figures described are the poor regressed 
ones whose brain-cortex is not in a position to compensate 
for the demanding, overcathected subcortex, who are in a 
state of vegetative predominance because they were not given the 
proper care and treatment at the onset of life. Our present-day 
new pharmaco-dynamic approaches are valid attempts to help, 
but this help is temporary or partial, and many patients relapse 
after this therapy is discontinued. The proper environmental 
constellations as well as the psychotherapeutic support for the 
remaining, danger-enhancing superstructure are not available, 
and tht "remissions" are temporary. A legion of helpers and a 
vast number of special institutions would be necessary in order 
to pay for the advantages given to the healthy individual, paid 
for by the psychotic. 

The emaciated is the same as the fat psychotic, the resigned 
the same as the loud, and the cataleptic the same as the agitated 
depressive. They all have been frustrated at the earliest stages 
of life, and are now trying to undo the trauma caused by their 
elders: the emaciated tries to repeat the early trauma in order 
to overcome it; the fat tries to over-compensate for it by over- 
eating; the semi-stuporous has accepted "resignation" and 
waits for the almighty mother; the excited demonstrates and 
pleads for help, mostly in vain; the cataleptic behaves so that 
he saves the little strength and vigour at his disposal by peculiar 
vegetative mechanisms. 

We should not be satisfied in treating a few, a small slice 
of our present society, without paying adequate tribute to the 
many thousands starving for "food and love", 
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THE ETIOLOGICAL SYNDROME 
OF SCHIZOPHRENIA 



IN 1953, we presented our theory concerning the primal 
trauma in schizophrenia for the first time. Alongside theoretical 
deliberations and final conclusions, eleven cases were adduced 
in support of our theory. 

In the last few years, we have become increasingly con- 
vinced of the existence of the trauma in the very early life 
history of the regressed psychotic. We arrived at what we call 
the "oral syndrome in schizophrenia". By this, we mean a 
group of symptoms with an original alimentary disturbance, 
followed by "viscerality" in all its variations and, later, on the 
emotional level, by strong needs for dependency, observed 
practically throughout life. We were unable to find this syn- 
drome in nonschizophrenics, at least not to a degree comparable 
to that found in the chronic schizophrenic. But even in the 
group of schizophrenia there is a variation, whereby patients 
with only occasional psychotic manifestations and with a still 
more or less well-preserved ego do not show the syndrome in 
its entirety. 

For the present study, we have scrutinized the history of 
134 schizophrenics admitted during the last two and a half 
years. On sixty-one of this group we were unable to obtain an 
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early life history (called the "vegetative history"). Of these 
sixty-one patients, twenty-three were considered chronic and 
would very probably have shown the specific early history had 
we been in a position to study it. 

It is sometimes most difficult to secure valid information 
for the following reasons: often there is no mother or older 
reliable informant; the patient may come from a family with 
many children so that the mother does not remember the 
individual infant's history; there are several adopted children 
with no earliest history available; there may be conscious or 
unconscious guilt on the part of the mother concerning the 
illness of her child which results in her refusal to give proper 
information, and last, in cases where breast-feeding is adminis- 
tered, mothers in general consider this to be the most adequate 
form of nourishment, often a sacrifice on their part, and the 
thought that such feeding was unsatisfactory is rejected. (We 
learned in many instances that exclusive breast-feeding is often 
a most inadequate form of furnishing required amounts of food, 
at least in our domesticated society.) 

In seventy-two cases of chronic schizophrenia, ever-relapsing 
and frequently leading to a completely regressed state, the syndrome 
was found in its entirety. 

In the following chapter we shall describe a series of 
cases exemplifying the syndrome as well as illustrating our 
therapeutic endeavours. 

The syndrome is composed of the following elements: 

First, there is the typical early hunger trauma during the 
first weeks of life. (From our observations, a few days to one 
week are enough to constitute a severe hunger trauma.) 

Second, there is a very early digestive difficulty, usually 
called "colic". This lay term expresses a multitude of occur- 
rences, aU symptomatic of a "visceral reaction". It follows the 
oral frustration and is, so-to-speak, an extension of the "orality". 
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Third, there Is, frequently preceding the onset of abnormal 
psychic behaviour, the reappearance of that "viscerality". It 
can be seen as cramps or other painful intestinal sensations, 
often accompanied by constipation; it may lead, as is well 
known, to incorrect diagnoses (the incidence of appendectomies 
in schizophrenics is a well-known fact). Occasionally appearance 
of acidosis in the still symptom-free interval is observed. Sudden 
dieting of a most bizarre type has been seen time and again 
during a pre-psychotic period. 

Fourth, there is frequent overeating or its counterpart, self- 
starving. Sudden gains of twenty to thirty pounds or the loss 
of the same amount within a short time is very common in 
schizophrenia. These phenomena on the emotional level are 
positive and negative expressions of the same mechanism: 
overeating is the undoing of the earliest starvation, undereating 
is the cry for the mother to alleviate starvation. 

Fifth, there is the preference for carbohydrates. (As stated 
before, at the time when the trauma occurs carbohydrates are 
of the greatest significance to the individual. The brain uses 
mainly carbohydrates [119].) We frequently find a preference 
for carbohydrates preceding the illness and during it. To this 
symptom belongs also the observation that schizophrenics, 
when subjected to stress, exhibit a tremendous desire for 
carbohydrates. 

Sixth, there is, as the last part of the syndrome, the one 
best known and extensively described, the emotional depen- 
dency of the schizophrenic, his attachment to a mother or a 
motherlike figure. Since this is known and highly emphasized, 
we shall not elaborate on it here. 
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CASE HISTORIES I 
Schizophrenia and the Hunger Trauma 



CASE XIII 

(Case Histories I to XII are incorporated in the preceding text.) 

THE history of Jack, a university student, twenty-two years 
old upon admission, is enlightening. We can explain the entire 
psychotic process up to the present hallucinatory period from 
the originally suffered hunger trauma and the "vegetative" 
fixation on the mother as the result of the trauma. 

Jack was first admitted to our institution in 1954, for five 
weeks. The best description of his condition at that time is 
given in one of his letters: "I have no privacy as there are a 
bunch of mind-readers around . . . one of the girls said that 
this mind-reading business takes some talent ... I can hear 
voices coming over TV, guess I am the one they are talking 
about . . ." 

The precipitating causes of the present illness are not too 
clear. His parents reported that he had always been extremely 
dependent, with a great attachment to the mother; towards the 
father, he tried to be friendly, but that friendliness was not 
genuine; often his hatred for the father became evident. The 
family equilibrium became increasingly upset when his younger 
brother had to leave for overseas duty. The departure of the 
brother, who shared with him the oedipal attachments to the 
mother, so-to-speak, burdened him too heavily. The "alry- 
rival" was no longer present. These wishes, intolerable to him, 
then assumed the form of hallucinations. (It was later confirmed 
that his hallucinations on first admission concerned mainly 
wishes for the mother.) Suicidal tendencies and, at times, 
homicidal fantasies were outstanding. On several occasions we 
were afraid he would actually attack people. Accomplished 
homicides of the parents and the therapist would have con- 
stituted a "solution", since with their elimination his fantasies 
would no longer have had substantiation. 
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The patient during his psychotherapeutic sessions elabor- 
ated greatly on homosexual wishes, on painful ideas of reference, 
feelings of estrangement, etc., but obtained little relief from all 
these "revelations". Interestingly enough, there was hardly ever 
any mention of his mother attachment. The only intimations 
leading in this direction were hallucinations pointing to the 
mother. One dream was especially informative: "My dog nearly 
drowned in a creek; I gave him artificial respiration; the dog, 
practically dead, came alive; mother was standing in the back- 
ground watching." Not much was associated with this dream, 
but we felt that he actually knew more than he could verbalize. 
There was a temporary improvement, which made discharge 
from the institution followed by ambulatory treatment possible. 
However, after another half-year a second admission became 
necessary, for the symptoms previously described, with increased 
suicidal and homicidal tendencies, became evident. 

Now we felt that direct interpretation could elicit more and 
would be the only way to break into the psychotic process. In 
this respect, we became even more encouraged since the patient 
openly stated that in recent months he had made stronger 
attempts than ever before to "cut the apron strings to the 
mother". His mother had been advised by friends to follow 
suit and to stay more and more out of her son's life. In addition 
to his brother's absence, the mother's aloofness was probably 
the precipitating reason for his illness. 

In order to combat Jack's states of severe panic connected 
with homicidal and suicidal wishes, ECTs were given followed 
by midbrain stimulation. (Each ECT, twenty-one in all, was 
followed by thirty seconds of stimulation which producea fine 
subcortical tremor, in recent months acetone inhalations [seven 
in all] were added to the ECTs.) 

Psychotherapy, which ran parallel to organic treatment, was 
changed in goal and concept. It was interpreted that all his 
hallucinations and wishful fantasies were expressing desires to 
be united with the mother. Unless he would accept these wishes, 
psychotherapy would be of little avail. His constant deprecating 
talk about his father was only a form of covering up. The 
response forthcoming after such explanations made an avalanche 
of new material possible. He became increasingly convinced 
that psychotherapy was not a mere construction, but had a 
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realistic background. The following incident was impressive: 
one day when Jack was supposed to go to the treatment room, 
he became panicky, misreading a handwritten note on the 
door. He read, "Through this door, Mother*' (in reality the 
note read, "Use this door, Mona" [name of the head nurse]). 
This elicited a terrifying panic in him. Material then brought 
forth pointed to a most severe anxiety resulting from his wishes 
for the mother he was now able to understand more distinctly. 
While these wishes on the surface appeared to be incestuous 
desires, they seemingly revolved around a deeper fixation on 
the mother. What occurred was an instinctual understanding 
due to "vegetative remembrances". His condition improved as 
his fears decreased, and he was again able to return to his 
professional work. 

Simultaneously we convinced his mother to give up her 
attempts to "wean him and let him grow up", which she had 
been preventing for approximately two years (as long as the 
duration of his illness). She was advised to give him all the 
support of which she was capable and to cater to him as she 
had done prior to the onset of the illness. Anxiety did not 
increase; on the contrary, because of his new understanding 
he began to enjoy the mother's care and revived interest in 
him. 

We feel that the patient's present illness can be understood 
only if we consider it as a reactivation of a dormant process, the 
roots of which originated in the first few weeks of life* The 
earliest history given by the mother is as follows: "He was born 
blue, was breast-fed exclusively for almost six months, but did 
not get enough food. He was not crying, but rather 'quiet' [semi- 
stuporous]. He gained weight well for awhile, but lost it again, 
all this during the first year. In addition, he developed pneu- 
monia which added to the loss of weight." Frequent intestinal 
troubles have been observed up to now, with occasional spells 
of vomiting when he gets excited. Such spells recurred during 
his recent psychosis. At the beginning of his psychosis two 
years ago he craved sweets which he then took in large quantities, 
in contrast to usual eating habits. 

The progress of this patient, still under treatment, now 
shows increased attachment to the therapist and a decrease in 
his desire for the mother's over-protection. Occasional ECTs 
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followed by acetone inhalation are given whenever states of 
panic (repetitions of the earliest, non-verbalizable trauma) 
occur. The patient is able to live outside of the institution 
near his parents, and does well in his professional work. On 
various occasions, the inclusion of the mother into the inter- 
pretive process was helpful For this purpose another therapist 
was called in, and the patient's therapist was excluded from 
such conferences so as not to break into the transference 
relationship, as yet not solid. 

We very clearly see that there exists a continuance of the 
first trauma, the hunger trauma of the first few months of life, 
up to the present, in nature almost identical but different in 
manifestation. The modes of expression depend on the various 
ego-states in which the psychotic symptoms become evident. 



CASE XIV 

WE have been able to observe Louise for the past ten years. 
Her first admission, in 1946, was at the age of nineteen when 
she was in a state of severe catatonic excitement. She was 
reported to have withdrawn at about fifteen and to have had 
paranoid ideas in recent months; she overate intermittently, 
with the result of tremendous gain in weight during the 
previous two to three years. Several psychiatrists agreed on the 
diagnosis of schizophrenia. The excessive eating, which 
occurred spasmodically and at times was interrupted by sudden 
diets with a loss in weight of about twenty to thirty pounds, 
was the main concern of an over-protective mother. 

In 1945, a short course of insulin treatments combined 
with ECT (twelve insulin subcomas and three ECTs, given 
during the^ comas) elicited a fair response. After four weeks 
of hospitaKzation she improved considerably. Psychotherapy 
was started, basically in the form of supportive treatment; a 
strongly ambivalent dependence on her mother, almost com- 
plete ignoring of a weak and dominated father, and feelings of 
guilt as a reaction these were the main topics of the psycho- 
therapeutic sessions. 

In 1948, Louise had to be readmitted because of another 
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severe depression accompanied by vivid paranoid ideas. After 
a short period of hospitalization, she continued to see the 
psychiatrist on an average of twice a month. During that time 
the patient continued her job as an office worker. In 1951, 
depressions again developed but not as severe as on previous 
occasions this time precipitated by a disappointing love affair; 
her state assumed more the form of a reactive depression. The 
desire to overeat still existed and led to conflicts, especially as 
she wanted to look attractive. A few multiple ECTs (three in 
each series) were then given with a two-week interval. During 
these treatments the blood acidosis was studied. Observations 
showed that the initial blood pH was 7-59; after the first ECT 
it was 7-47; after the second, 7-30, and after the third, 7-28. 
The total reduction thus obtained was 0*31. About four weeks 
later another series of three ECTs was administered. The study 
of the blood acidosis showed an initial blood pH of 7*60; after 
the first treatment it was 7-45 ; after the second, 7-10, and after 
the third, 7-19. The total reduction on this occasion was 0*50, 
exceeding the previous one by 0-19, 

As we can judge retrospectively, series-treatments had a 
most beneficial effect. With the proper interval treatment, con- 
sisting of an occasional shock treatment whenever exacerbations 
of her illness reappear, and accompanied by continued suppor- 
tive psychotherapy, the patient remains in a state of remission. 
She and her parents are advised to come to us whenever the 
need should arise. In this manner we have been able to facilitate 
the patient's living a "normal" life. 

The study of Louise's early history reveals the following 
data: her birth was normal after five hours of labour; birth 
weight was nine pounds. The patient was bottle-fed. During 
the second week severe vomiting occurred, usually within about 
an hour after each feeding; this continued for several months. 
The patient lost weight, regaining it very slowly. The birth 
weight was not doubled until the beginning of the second year. 
Severe overeating started around adolescence, and the first 
definite symptoms of her mental illness were seen soon after- 
wards. The outstanding vegetative symptom up to the present 
time is frequent compulsive overeating, followed by a remarkable 
gain in weight. 



101 



CASE XV 

ROBERT , aged forty-seven, was first admitted to our institu- 
tion in 1952. Previously, he had undergone psychotherapy for 
over two years and had received ECT combined with insulin 
shock. He is an intelligent and well-educated man who holds 
an academic degree, but his present occupation is far below 
his capacities. During the two years prior to his admission he 
frequently suffered from depressions, usually precipitated by 
difficulties in his environment or his work. At times, he became 
violent towards his wife. An outstanding symptom was a 
tendency to self-mutilation. A few months before his first 
admission he sawed off the index finger of his left hand and 
stuck needles in his eyeballs. He went to an opthalmologist 
demanding the removal of one eye. Asked the reason for the 
request, he stated: "I was cross-eyed as a child and was ridiculed 
by other children as possessing an evil eye." The patient was 
diagnosed as suffering from schizophrenic disorder with severe 
sadomasochistic tendencies. 

Since psychotherapy had only limited effect on the patient 
and since panic reactions with self-mutilation arose with 
increased frequency, we decided on administering multiple 
ECTs. After two weeks of treatment, he could be discharged 
in a state of remission. He had been doing well for about six 
months when he had to be readmitted because of new depres- 
sions and self-mutilations. This time he had bent two fingers 
of his hand until they almost broke. Severe swellings around 
the joints were observable. He was aggressive and violent 
towards his wife and started drinking heavily. He again felt like 
sticking needles in his eyeballs. During a second hospitalization, 
a series of ECTs, each treatment consisting of three -shocks, 
were given. The patient could be discharged after less than 
two weeks' hospitalization in a state of good remission. 

This coming and going with intermittent treatments has 
persisted up to this day. The "healthy" intervals are from three 
to four months. Then he suddenly has to be readmitted 
for identical reasons. His attachment to the psychiatrist is 
very strong and comparable only to a mother-child relation- 
ship. 
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The vegetative history of Robert is most typical; "The 
labour was very hard, the membranes ruptured early, but he 
was not born until two days later. He had dysentery as a baby, 
was seriously undernourished, and almost died when a few 
months old. Later he developed normally. Especially during 
the last few years, he has shown an insatiable desire for sweets; 
it is most evident when he goes into depressions, at which 
times he refuses proteins and eats sweets almost exclusively. 
At the same time he begins drinking, usually hard liquor. These 
symptoms diminish when the depression passes." 

We again see the presence of the "oral syndrome", with 
evidences from the beginning of life to the present. The con- 
sistent interval treatments, the acceptance of his childlike 
dependency, and the protective attitudes of the psychiatrist 
and of his wife are the main factors keeping Robert from being 
permanently institutionalized. 



CASE XVI 

SHIRLEY, thirty years old, was brought to us in 1947 after a 
severe suicide attempt with barbiturates. The outstanding 
symptom was a depression, outwardly precipitated when her 
chronically ill mother had to be subjected to an operation. Six 
years before this admission she suffered from a depression 
diagnosed as a "symptom of schizophrenia". Increasing 
seclusiveness and occasional states of rigidity and muteness 
reminded one of catatonic behaviour. 

She became attached to us, and, after an early discharge, 
was permitted to return to us on week-ends for a night or 
two whenever she should feel insecure. However, two years 
after the first admission, she made another severe suicide 
attempt, slashing her wrists and drinking poisonous fluid. ^ A 
short series of ECTs rendered her again well enough to be dis- 
charged. She was given strict advice to remain on maintenance 
treatments, organic as well as psychological. 

Another, most serious, depression occurred after two more 
years when Shirley came to us reporting that she had become 
pregnant. She had had sporadic sexual experiences with men, 
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and on one occasion, when she was apparently in a semi- 
stuporous state and severely blocked, she permitted, very 
passively, intercourse without the use of a contraceptive. The 
condition would have led to a major disaster, especially since 
she came from an intolerant middle-class environment. In 
order to prevent permanent hospitalization or suicide we 
decided on an abortion and tubal ligation as a last resort. 

The patient made a fast recovery. She remained under our 
protection and made frequent use of the offer to come to us 
for short periods whenever she felt the need for it. She obtained 
a good office position, which she now has been holding for 
several years, only occasionally interrupted by a day or two of 
hospitalization. 

It is worth mentioning that Shirley has been given, besides 
the psychological support, over 300 ECTs between 1947 and 
now, always in order to avert her lapsing into a major psychotic 
state. During the last half-year, six of the ECTs were combined 
with acetone inhalations, which we feel exercise a more beneficial 
effect on her than regular ECTs. But most important has been 
the establishment of a very cordial relationship between the 
patient and the staff of the institution and the inclusion of the 
family members. 

The vegetative history is as follows: "She was prematurely 
born, and had to be fed with a medicine dropper. The birth 
weight of two pounds eight ounces went down within a few 
days to two pounds two ounces. She was a restless, hungry 
baby who developed 'colics' soon after birth. She remained in 
the hospital for six weeks and was underweight for over a year. 
She began walking at two and a half years. A continuous 
necessity for protection remains a constant factor." 

Looking upon her condition when she came to us under- 
nourished, in a semi-stuporous state, depressed and blocked 
we say that her condition has remained the same from the 
very early life up to the present. With the "therapeutic" 
regimen outlined above, we have been able to keep Shirley in 
a state of functioning and outside of an institution. But we are 
fully aware that withdrawing the support would push her, 
within a short time, into a condition which would make 
permanent hospitalization necessary and would lead to further 
suicide attempts. 
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FRANK, twenty-six years of age, was admitted to our institu- 
tion in 1954. There is a history of psychotic behaviour: in 1951 , 
diagnosed as a schizophrenic, he was medically discharged 
from the Service. There were hallucinations, symptoms of 
withdrawal, muteness and an excessive increase in weight. 
But even before that time it was noted that he showed an 
inclination to isolate himself; he became overly religious and 
showed poor progress in school in spite of good abilities, 
changing schools time and again. He developed a progressively 
close attachment to his mother while showing hostile attitudes 
towards his father. His mother accepted the demand for over- 
protection in the hope that she could help him in his adjustment. 
There were numerous periods of intestinal difficulties which 
led to various X-ray studies. In 1941, on the basis of recurring 
intestinal difficulties, an appendectomy was performed. 

On admission, we found him to be in a state of catatonic 
stupor. For hours he remained standing on one spot, staring 
into space, responding very hesitantly to questions and, if so, 
only with a low monotonous voice. 

ECT was started concomitantly with psychotherapy. It 
was very hard to elicit data from him. His scarce verbalizations 
indicated his ever-present fear of inability to control his 
impulses. He therefore liked to isolate himself. He disliked 
looking at people, fearing that his "instincts and emotions are 
rising". He admitted hearing voices; they seemed to be mostly 
a babble, although there were some distinguishable ones who 
insulted him. He resorted to intensive reading of the Bible. 
His depersonalization was shown in that he gave himself a 
different first name and insisted on being called by it. Inces- 
tuous wishes towards his sister, perhaps the only woman 
towards whom he ever felt sexual wishes, were verbalized. He 
reported previous psychotherapeutic attempts which had to be 
stopped because he was "running out of conversation". 

The vegetative history was given by the parents. He was 
breast-fed in the first week, and, because there was not enough 
milk, complementary feeding was added. At the age of 
three months, intensive vomiting occurred as a result of a 
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"pylorospasm". He was crying a great deal. The "recurrent 
attacks of appendicitis" and an appendectomy at the age of 
twelve are important landmarks. When schizophrenic manifesta- 
tions appeared more distinctly, while he was in military service, a 
"craving for sweets with a gain of twenty pounds" was noted. 
At that time, additional intestinal difficulties arose. 

Treatments given at our institution consisted of thirty-four 
ECTs; they were accompanied by severe acidosis. The indi- 
vidual treatment usually consisted of a series of three given in 
fast succession. Eight of these treatments were combined with 
acetone inhalations. These were followed by many hours of 
sleep and deep relaxation; the longest sleep observed lasted 
twelve hours. Such states of sleep resembled a baby's sleep, 
with typical positions, which could be interrupted by feedings 
and were then continued. 

At the end of his treatments (organic as well as psycho- 
therapeutic), Frank was in the best condition observed during 
the previous three years. However, after the discharge, treat- 
ments were discontinued with the exception of psychotherapy, 
which alone, in our opinion, was not enough to check his 
regressive tendencies. After approximately one-half year of 
good remission, symptoms reappeared, and he was admitted to 
a public institution. 



CASE XVIII 

TOM, a seventeen-year-old patient, had become inactive during 
the half-year previous to admission, according to his parents* 
report. He left high school, and ever since had been sitting 
around the house in a state of inactivity, mpodiness and 
^ Whether or noTKelyas^ 



not clearly be determined. Admission to the institution became 
necessary. The study performed clearly indicated than an 
incipient schizophrenia was present. During his stay at the 
Sanitarium he withdrew completely to his room, stayed in bed 
most of the time and on several occasions became almost 
violent. 

Tom has always been a somewhat shy, mother-attached 
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individual with difficulties in establishing friendships. After 
November 1954 he lost interest in everything, just sat in a 
corner, became upset when visitors came to the house and 
would leave the room to be alone, etc. There is a great love 
for the maternal grandmother, and he has always preferred 
her, apparently a very warm person, to his mother. 

A typical history was related by the parents. Labour was 
induced a few days ahead of schedule. It lasted three days. 
Delivery was without instruments; the boy's weight was six 
and a half pounds. He was bottle-fed immediately, "but for 
the first three months there were difficulties in finding the 
correct formula; he continually lost weight and cried a great, 
deal; as a small boy he began to have trouble with his digestion 
but upon examination nothing could be found." The history 
prior to the admission to the Sanitarium indicates: "Since 
November 1954 his behaviour has changed. He has been 
continually sick with intestinal trouble, but the various physical 
examinations did not reveal organic findings. He has a strong 
craving for sweets; lately he has been drinking a great many 
sodas; he does not eat much meat. Various hospitalizations 
became necessary for intestinal pain, but the X-ray studies did 
not show anything of significance." 

With such a typical early history, we felt that the following 
plan should be adhered to: the patient should be treated from 
the beginning with methods which we consider create humoral 
conditions as seen during the early infantile trauma (multiple 
ECTs, which produce severe acidosis combined with acetone 
inhalations). Furthermore, there should be an inclusion of the 
parents in the psychotherapeutic process. From admission up 
to the present, twenty-four treatments have been given, each 
preceded by a conference with the patient in the presence of 
the father, the mother or the grandparents. In this manner we 
tried to furnish as much support as possible and, interestingly 
enough, not only the patient, but also each member of the 
family became attached to the therapist. 

We here observe progressive improvement, mainly in that 
the patient becomes more sociable, going out occasionally with 
friends, feeling much less depressed than before. His intention 
to return to school within the next few months is intimated. 

The treatment has been kept on a maintenance basis in 
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recent weeks, with one treatment per week, on Sunday, when 
family members can easily attend therapeutic sessions. 

We are fully aware that unless we continue to maintain 
the present regimen for an indeterminable period of time Tom 
will relapse into a state of autism and very probably would 
become subject to permanent institutionalization. 



CASE XIX 

ANNA, a twenty-five-year-old patient, heterozygotic twin, 
comes from a rather complicated environment. Both parents, 
because of severe personal difficulties, have been in psycho- 
therapy for long periods. Her twin does not exhibit any signs 
of over abnormal behaviour and has made a good adjustment. 
Anna's mental disturbance began during adolescence; her 
symptoms increased during the following years, with an out- 
standing resentment towards the parents. She was an average 
student in school and finished high school, but had to leave 
college after her freshman year. In 1951, on admission, she 
was highly confused, was unable to follow a conversation, 
hallucinated and went into catatonia-like states of excitement 
with overt violence. One of the main topics in the conversations 
concerned her disappointment at having experienced no love 
from the parents. 

During the first two months, ten multiple ECTs were given. 
They were followed by psychotherapeutic approaches, during 
which she leaned increasingly on the therapist, substituting 
him thoroughly for the unloving parents. After about two 
months of hospitalization she could be discharged in a state of 
improvement, but she has remained under our care up to the 
present day. She has held various jobs and has been doing good 
work most of the time. Then again periods would ensue when 
she was thoroughly incapable of concentrating, when she acted 
paranoid towards her environment and had to be readmitted 
for short periods. 

Besides continued psychotherapy and this form of psycho- 
therapy led to a close relationship twenty-two ECTs were 
given within a period of four years, mostly on a maintenance 
basis, i.e. at long intervals. These treatments in the beginning 
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were multiple ECTs, and when the patient improved they 
were reduced to single ECTs. At intervals Thorazine (25 mg. 
four times per day) was added, with satisfactory results. 

With the therapy described, Anna remains in a state of 
equilibrium for approximately three to four weeks. If this 
period is extended, one can be sure that a relapse will occur 
which makes readmission for approximately a week necessary. 

There was an important early vegetative disturbance: the 
patient, in contrast to her twin, was a poor eater. When a few 
weeks old, during the absence of her parents, she refused to 
take any food whatsoever and finally, upon the advice of a 
pediatrician, was tube-fed. Her weight remained stationary 
for approximately three months. Thereafter she began to eat 
"properly". During adolescence she developed a tendency to 
overeat, gaining so much weight that she was advised to go on 
a reducing diet. 

Her emotional dependency on the therapist and his environ- 
ment is most outstanding. The slightest attempt at creating a 
more detached relationship, or even the hint of demanding 
some independence, is responded to with overt hostility and 
with the reappearance of psychotic behaviour. The psychotic, 
controllable relapses, though they appear like reactions, cannot 
be considered manifestations such as are seen in neurotics; 
they are definitely the reappearances of true psychotic behaviour, 
which is continually dormant in the patient and controlled only 
by specific therapy. 

We must emphasize and a series of similar examples could 
be added that in such instances we do not deal with a true 
precipitation of a psychotic episode by external circumstances; 
we deal with an always-present psychosis, and the withdrawal 
of support does not precipitate a new period in the illness but 
only eliminates controls without which the dormant process 
moves into overt psychotic behaviour. 



CASE XX 

FRIEDA, a twenty-nine-year-old schizophrenic (paranoid type) 
has spent the last eight years under psychiatric care, mostly in 
State institutions. According to her mother's report, the first 
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psychotic manifestations occurred soon after the death of her 
father and brother. From then on, death played an important 
role in her life. As a student nurse, she felt horror-stricken 
when attending autopsies. Shortly before the outbreak of her 
illness, she became panicky and began to hallucinate when 
she found one of her old patients dead in bed. From then 
on the sickness progressed rapidly, and finally she had to 
be hospitalized. Various forms of shock treatment were 
administered within six years with but transitory clinical 
results. 

It seems most impressive that the patient's present verbaliza- 
tions, on many occasions unintelligible and bizarre, deal with 
death, but not in a way which could be considered mourning 
over the deaths of her beloved ones. Mechanisms of incorpora- 
tion normally seen as physiological occurrences at the time of 
intense grief, are now, during her psychosis, revived and can 
be interpreted only as cannibalistic tendencies connected with 
the mother because of an early fixation due to traumatic 
experiences. They now are persistent contents of her psychotic 
process. Frieda speaks in an almost euphoric tone of "eating 
dead people". Any kind of food, especially meat, is part of "dead 
people". Explanations of the incorrectness of her assumptions 
are rejected. 

It is not surprising that one of the most outstanding 
manifestations at the beginning of her schizophrenic illness 
was a great ambivalence towards her mother, with overt 
hostility. She accused her mother of "having been the cause 
of her illness" (and we feel she is correct). Of course, this 
may easily be referred to her vivid incestuous desires and to 
her mother's taboo. This explanation is given even greater 
validity by the fact that the patient claims that she had "sexual 
relations with my father when I was fourteen". He was the 
only man with whom she maintains having had a sexual rela- 
tionship; no other man was ever permitted to come near her. 
On the deepest level, however, her expressions refer to the 
mother's attitude and to the frustrations shortly after her birth. 
When asked to give the duration of the various periods spent 
in institutions, the patient reports that each period of hos- 
pitaBzation lasted "nine months", whereas the fact is that she 
has spent from four to twelve months, respectively, in different 
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institutions, but never a nine-month period. We interpreted 
these expressions as wishful expressions of someone who wishes 
to be born again. The eating of human flesh can be explained 
on the adult level by the incorporation processes during the 
mourning over the father and the brother. But in its psychotic 
persistence it relates to an early fixation point, the "eating of 
the mother's breast", which was so utterly inefficient during 
the nursing period. 

The early trauma is clearly illustrated by the mother's 
description of Frieda's vegetative history. She reported: "The 
first five weeks of my daughter's life were a period of continued 
undernourishment. She was exclusively breast-fed and she cried 
a great deal. I could not pay too much attention to all this, 
because at that time I was absorbed totally by activities 
which kept me for long periods out of the house. When finally, 
after five weeks, a physician was consulted, he ordered addi- 
tional bottle-feedings and from then on Frieda became quiet 
and gained normally." Very frequent stomach distress is an 
outstanding psychosomatic feature of this case. It occurs almost 
regularly around the time of severe exacerbations of her illness, 
usually during the premenstrual period. 

This patient was at our institution for an observation period 
only, and no active therapy of any type was administered. 



CASE XXI 

NORM A, a paranoid, aged twenty-six on admission, came to 
us because of states^jojf^^^^c^accompanied by obsessions 
existing for at least nine years, originally concerning the fear 
of becoming insane. In recent years, her main obsession evolved 
around "muscles", which, as we soon found out, was multi- 
determined. Many hours were spent by the therapist in order 
to throw light on her states of panic which arose from thinking 
of "muscles". As expected, "muscles" had a hidden sexuaf 
meaning. She had been brought up in a rather forbidding 
middle-class environment. Any kind of bodily movements 
reminded Norma of movements during intercourse, and severe 
feelings of guilt followed. Her obsession concerning facial 
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muscles occurred around the time of her father's death. She 
then thought that her "facial muscles" should be removed. 
This probably constituted a self-punishment, since she did 
not display too much grief over his death. The hidden impulses 
promoting even more fear were connected with her desires of 
becoming a dancer; she had recently started taking ballet 
lessons. Muscle movements and contractions during the dance 
upset her greatly because of the libidinous satisfaction she 
derived from them. On a deeper level of interpretation, how- 
ever, muscles were connected with oral incorporation, very 
probably the mother's breast. 

There is a history reaching back to the seventh year of life, 
when she developed the habit of vomiting, and special diets 
were ordered by the physician. Any kind of fear produced 
nausea and vomiting. She became increasingly shy and self- 
conscious; she had difficulties getting along with people; she 
frequently sat in a corner without talking to anyone, appearing 
most unhappy. Her intellectual abilities were within the average 
range. Beginning with the seventeenth year of life, her dis- 
turbance became so severe that psychiatric treatment consisting 
of psychotherapy was performed for approximately two years. 
The diagnosis was left open. 

Norma was admitted to our institution in 1954 and stayed 
with us for seven months. Besides ECTs (of the seventeen 
ECTs, six were followed by acetone inhalations), intensive 
psychotherapy was performed. The hostility towards her twin 
brother and her older sister was ventilated time and again; 
homosexual impulses and deja TW phenomena were frequently 
observed, but the outstanding, and in many respects unex- 
plainable feature was her obsession about "muscles". We feel 
that we only partially succeeded in our interpretations, though 
her fear connected with it diminished greatly, and she could be 
discharged from any treatment at the end of 1955, the time of 
her marriage. 

It is our feeling (though we cannot prove it) that the 
obsession concerning "muscles" constitutes a fixation on a 
pre-mnemonic occurrence. This concept is suggested by the 
vegetative history obtained from her mother: "Norma's birth 
weight was four pounds three-quarter ounce; her brother's, 
six and a half pounds. Both were breast-fed for one year, but 
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the boy drank much better than Norma. She was very stubborn 
in her eating habits. Soon after birth, the nurse in charge 
'discovered an enlarged thymus gland and wanted Norma to 
eat special food for reducing the enlargement'. Norma did 
not take it, and the nurse ordered 'one or two days per week 
starvation with only one breast-feeding for these days in order 
to force her to eat the additional food'. Norma refused, and 
finally they gave up their efforts. Intestinal difficulties first 
arose at the age of six, and from then on she would vomit any 
time she became upset. Sometimes she ate a lot, and sometimes 
she ate very little. She was thin for a long time, but in recent 
years (parallel with the increase in her psychotic symptoms) she 
has become heavy." 

It is our impression that we here deal with a schizophrenic 
condition mainly expressed by obsessions probably derived 
from a fixation occurring during the first month of life, when 
intermittent starvations of an already weak individual were 
instituted. The psychotic development centred on incorpora- 
tion-fantasies and libidinization of muscular expressions 
followed by severe guilt and regression. 



CASE XXII 

LAWRENCE, a paranoid schizophrenic, came to us when 
twenty years of age, and has remained under our care, mostly 
as an out-patient, for the past two years, the hospitaUzation 
lasted approximately two months. The illness began in his 
third year of high school, when he became poor in his scholastic 
work and finally had to leave school. Ideas of becoming a 
"Saviour" and thoughts of "discovering the three sexes" were 
expired. "I'm a mystic and I have been given knowledge 
that will do good for Mankind; Fm very much afflicted by the 
Almighty Lord; He allows certain knowledge to come to His 
people . . ." This "knowledge" centred around the "three 
species of human beings". Overt homosexuality was present, 
acted out with a friend. There were no relationships with girls. 
Impressive observations were made while he was under sodium 
Pentothal, given prior to the administration of ECT: he went 
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into states of ecstasy in which he emphasized his love for his 
male therapist. 

From the beginning, we recognized the limitations of 
therapy and we did not set our goal high. We were satisfied 
with having him live outside the institution in the family 
circle. For this purpose we gave more counsel to the father 
and the mother than to Lawrence. What we obtained from 
him was a dependency upon the therapist, an admiration 
strongly coloured with a homosexual taint. 

Lawrence has received forty-one ECTs during the thirteen 
months he has been under our care. Initially, during the most 
severe states of his illness, ECT was followed by acetone 
inhalation. Later, when we obtained a "pathological equili- 
brium", acetone inhalations were omitted. During the entire 
period Lawrence was also kept on Thorazine, 75 to 100 mg. 
per day. 

In spite of the prevailing illness, his present condition is 
such that he has been able to work for several months as a stock 
boy and sales clerk, though this is far below his intellectual 
abilities. 

The earliest life history of Lawrence was given to us by his 
mother: "Lawrence was a Caesarean delivery; he was breast-fed 
for two months, but this did not seem to satisfy him. He was 
then put on a bottle, but we had difficulty in finding the right 
formula. He was always hungry. He has remained a poor and 
very slow eater. He has a sensitive stomach, and has always 
been very fussy in his eating habits. This has been the out- 
standing symptom up to the present day. Though he does not 
crave sweets especially, he dislikes meats." The search for 
hereditary data did not elicit anything of significance. 

We here see another schizophrenic disorder becoming 
evident during adolescence. In looking back, we are convinced 
that the illness has existed since the beginning of life. The 
present regimen consists of weekly or bi-weekly treatments 
(organic and psychological) with the main accent on arranging 
acceptable Kfe conditions. We are fully aware, and it was 
proved by his temporary refusal to come for treatments, that 
a relapse can occur at any time. Abandoning our present tactics 
no doubt would result in Lawrence's permanent hospitalization. 
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ALBERT, thirty-nine years of age, has a history of schizo- 
phrenia (hebephrenic type) which began seven years prior to 
his admission. While in the Service, he was hospitalized for 
about seventeen months. He spent most, of this time writing 
and elaborat^,QBj!pIj^^ psychological topics", 

extremely bizarre but reflecting his higfi ' educational back- 
ground. The use of ECT was originally rejected because of 
the poor prognosis. However, a year later, a course of shock 
treatments produced a short-lasting remission. Soon the patient 
resumed his bizarre scribblings, and during the last few years 
he withdrew completely into a world of his own. He stayed at 
home, was mute for long periods, laughed to himself, made 
peculiar arm and body movements, etc. He was granted 
complete disability benefit. 

In 1952 he was admitted to our institution. Because of his 
long history and poor response to previous treatments, we 
immediately started with an extensive period of dieting, with 
four days of fasting (fluids only) and another eleven days of a 
carbohydrate-free diet. One quadruple ECT was given during 
the dieting, followed by sixteen multiple ECTs after the diet 
had been discontinued. Ketone bodies appeared in the urine 
and remained a constant feature while the diet lasted. Initially 
the pH reduction averaged 0-34 for four shocks, but later this 
average went up to 0*53, and on one occasion a reduction of 
0*82 was obtained. 

After this treatment we observed a reversal to behaviour 
which reminded one of an acute psychosis, a condition often 
observed after intensive treatment and considered a favourable 
prognostic sign. With no pressure from the psychiatrist, he 
began to work as a shipping clerk while still under the institu- 
tion's care; with short interruptions he has continued working 
up to the present. No further institutionalization became 
necessary, since no exacerbations occurred. It was on our 
recommendation that he renounced his former, more intellectual 
profession. 

Another interesting observation was made at this time. A 
significant change in the transference relationship occurred: 
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he detached himself from the psychiatrist and searched for 
a mother-child relationship. In various interviews with the 
patient in the presence of his wife, we discovered that she, a 
very motherly type, was the only one who could possibly 
exercise influence over him. This was the reason why the 
psychiatrist recommended discontinuance of a direct psychia- 
tric relationship with the patient. All communications and 
advice as to the proper handling of situations were given via 
the wife who, functioning as a mediator, remained in constant 
contact with the psychiatrist. This procedure was indicated 
because of the patient's great dependency on her and was made 
possible by her willingness to accept him as a dependent* 

The early life history reveals the typical vegetative dis- 
turbance: "He was a feeding problem for the first six months, 
could not tolerate milk of any kind, lost weight, was very sickly, 
but finally tolerated strained oatmeal. After this six-month 
starvation period, he picked up and developed normally." His 
childhood was unhappy because of an inadequate mother, a 
fact which forced him even more into an emotional dependency. 
His present main characteristic, the strong desire for help and 
support, has been accepted by his wife, and on this basis their 
personal as well as his working relationship has progressively 
improved. 

In this case we see that a reversal of an old schizophrenic 
process to a more acute psychotic condition a restitutional 
mechanism was accomplished. It was followed by a "sym- 
biotic relationship" for which the patient was craving due to 
the earliest traumatic condition and fixation. 



CASE XXIV 

A TWENTY-YEAR-OLD female schizophrenic patient was at 
our institition in 1955 for a period of nine months. At nineteen, 
she became acutely depressed with suicidal tendencies. At 
this time psychotherapy was instituted and continued for 
approximately one year. She has always been over-protected by 
a very anxious mother and has acted out a great deal of hostility 
towards her father. 
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During the first three months at our institution, treatments 
produced no visible effect. Finally, after nine ECTs, each 
followed by acetone inhalation (the individual inhalation lasting 
from twelve to sixteen minutes), her condition changed. After 
a nine-month period she could be discharged and was able to 
re-enter college. Psychotherapy is in progress. Thorazine has 
been taken as a maintenance support. 

The vegetative history was given by the mother: "She was 
born normally. She weighed six pounds ten ounces and was 
breast-fed for two months. After the first month, bottle-feeding 
was added. We had trouble getting the right formula; she 
vomited continually; food just didn't seem to agree with her. 
She cried constantly and had a bad case of colic. Even during 
her sleep she was restless. At the age of a year and a half, she 
developed a high fever and had a convulsion. She was at least 
two years old before she ate properly." 



CASE XXV 

A TWENTY-FOUR-YEAR-OLD schizophrenic (paranoid) female 
patient has been in and out of state hospitals since the age of 
sixteen. She was treated intermittently with ECTs, to which 
she responded well, but she would relapse several months after 
discontinuance of treatment. She has been under our care for 
four months, the last two months of which she has been doing 
unskilled labour. Her mother, who is the mainstay in her life, 
participates in the interviews with us prior to maintenance 
ECT (eleven ECTs thus far, six of them combined with acetone 
inhalation). Thorazine, 75 mg. per day, is taken regularly. 

Vegetative history: "She was born normally, weighed five 
pounds thirteen ounces, but at the age of seven months she 
weighed five pounds. She was originally breast-fed, but soon 
was changed to bottle-feeding. .She kept continually vomiting 
her milk, was seen by various physicians and diagnosed as 
having 'catarrh of the stomach'. After several months the 
vomiting subsided. At the age of ten, her weight was seventy 
pounds and she was considered underweight. Between the ages 
of twelve and thirteen her weight almost doubled. Then, within 
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six months, it dropped to 114 pounds. At the age of twenty- 
three she weighed 192 pounds, gaining most of it by eating 
large quantities of sweets." 



CASE XXVI 

A TWENTY-ONE-YEAR-OLD female schizophrenic (paranoid 
type) had been in three other mental institutions for the 
seven months prior to her admission. She came to us in a 
state of severe excitement shortly after an attempted suicide. 
ECT, previously given, helped only temporarily. The first 
five ECTs given by us, though they were multiple treatments, 
produced no beneficial effect. From the sixth treatment on, a 
combination of ECT with acetone inhalation was administered. 
It is our impression that this combination effected the patient's 
first improvement. She has been kept on Thorazine up to the 
present (100 mg. per day). She left the institution after two 
months, now lives with her mother on whom she depends 
greatly, and is holding a job and working efficiently. 

There is a most typical vegetative history: "She was born 
normally, breast-fed for about two weeks. During this time 
she was always hungry, became colicky, and cried a great 
deal. When put on a formula she became quiet and was 'an 
ideal baby** Between the ages of seven and ten she suddenly 
developed a terrific desire for sweets and gained greatly in 
weight. At fourteen she began to starve herself and lost thirty 
pounds within three months. At the same time she stopped 
menstruating." This gaining and losing of weight, mostly 
running parallel to her psychotic manifestations, has been a 
constant feature in her condition. 



CASE XXVII 

A TWENTY-SEVEN-YEAR-OLD female patient came to us 
after she had been in another psychiatric institution for ten 
months because of a psychosis, schizophrenic in type. Shortly 
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after she gave birth to a child, she tried to commit suicide. 
There are a number of emotionally disturbed members on 
both sides of the family* Her own childhood was unhappy 
because of parental difficulties. Intensive psychotherapy 
administered during her first hospitalization period elsewhere 
did not produce satisfactory results, while two ECTs brought 
about a "radical change". However, it was there decided not to 
administer more ECTs, and her admission to a State institution 
was recommended. 

Her psychosis, diagnosed by us as a post-partum dis- 
turbance with paranoid symptoms outstanding, was treated 
with seven ECTs, each followed by acetone inhalation. In 
another two treatments acetone inhalation was given in com- 
bination with Pentothal sleep only. Most impressive were 
her responses on awakening from ECT-acetone treatments: 
an unusually strong cathartic reaction occurred during which 
she reported many of her unhappy experiences and clung to 
the therapist, and it took about an hour before she actually 
could relax. Intensive psychotherapy began and has been 
continued up to the present time. The patient is now employed, 
while still under our care, and a plan has been worked out 
whereby she will be in a condition to obtain a higher academic 
degree. ECT on maintenance basis is being continued. 

Vegetative history: "She was born normally, breast-fed 
for six months with a feeding schedule of every three hours. 
The physician stated after a few months, however, that she 
was not getting enough food. She was never relaxed after 
feeding and cried constantly. The physician advised water to 
be given between feedings. She was a sick baby, colicky all 
the time. When she tried to walk at fourteen months of age, 
she was diagnosed as a case of rickets. Intestinal difficulties 
existed over many years. The desire to eat great amounts of 
sweets has always been present." 



CASE XXVIII 

THE schizophrenic disorder of a twenty-six-year-old female 
patient developed soon after she had given birth to her last 
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child. Two years of psychotherapy had produced no satis- 
factory results. One day she left a suicide note and tried to 
kill herself by drowning, but she was found on the beach in a 
state of confusion and admitted to our institution. 

She has spent five months here. ECT during the first four 
weeks did not improve her. They therefore were combined 
with acetone inhalations. Sixteen of these combined treatments 
were necessary in order to overcome the depression. From that 
time she has been kept on maintenance ECT and regular 
psychotherapeutic sessions. The material forthcoming after 
the course of combined treatments was completely different in 
nature from that previously offered. 

There is a most typical vegetative history: she was breast- 
fed for ten days, which was discontinued because the mother 
did not have enough milk* Undoubtedly there was starvation 
during this ten-day period. There were difficulties in adjusting 
to formula, and colics existed for three months. She was very 
restless and often cried throughout the night. Symptoms 
subsided slowly. 



CASE XXIX 

A TWENTY-FIVE-YEAR-OLD patient was brought to us by 
her parents, who reported that their daughter had been ill 
since the age of fifteen. For the previous six years she had 
been treated by various psychiatrists in various hospitals for 
her schizophrenic disorder. She always responded well to ECT, 
but relapsed if not continued on maintenance treatments. 

The outstanding symptoms at the onset of her illness were 
"depressive feelings combined with an upset stomach; at the 
same time she ate terrifically, especially sweets, and became 
very fat. Then she started dieting. This gaining and losing of 
weight combined with intestinal discomfort has been existing 
all these years." 

Vegetative history: "She was born weighing seven and a 
half pounds, but lost weight for at least one month while 
exclusively breast-fed. Supplementary food was added, but 
she remained restless and it took at least one year's time to 
correct the feeding disturbance." 
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THE mental illness of a thirty-one-year-old schizophrenic dates 
back more than ten years. There were remissions and relapses 
interchanging, partly occurring spontaneously, partly the result 
of treatment given during short hospitalizations. His sickness 
became more evident in 1947 while he was in the Service. 
When he was admitted to our institution in 1955, we had to 
deal with a starved, regressed individual showing no interest 
in the world around him. During his four-week hospitalization 
he received twelve ECTs, four of which were combined with 
subcortical stimulation and acetone inhalation. Within a few 
weeks a remission was obtained; with the proper interval 
treatment this remission can be maintained. 

Vegetative history: "He was born normally, after long hours 
of labour. He weighed seven and a half pounds at birth, was 
breast-fed for three months, was a very hungry baby, and cried 
at night because of colics. Even when bottle-feeding was 
added, he remained restless. He was eczematous for several 
months. He always needed special care. From the first to the 
third year he developed better, but he remained a finicky eater, 
with a great fondness for pastries, malted milks and ice-cream. 
He never established relationships with girls; he was always 
dependent upon his mother and most hostile towards his 
father." 



CASE XXXI 

THE schizophrenic illness of a thirty-five-year-old woman 
began approximately ten years ago with symptoms of depres- 
sion. She was diagnosed as a schizophrenic on the basis of 
hallucinations and delusions in 1951, the time of her first 
admission to our institution. We had to deal with a very shy, 
withdrawn, emaciated-looking individual greatly dependent on 
her parents. During the last five years, she has been admitted 
on four occasions, staying each time from eight to ten days. 
The majority of the treatments, thus far eighty-four, were 
given on an out-patient basis. In recent months we have 
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combined ECT with acetone inhalation, which has helped to 
lengthen the treatment intervals and, according to the parents' 
description, has rendered her more symptom-free. Without 
this maintenance treatment she would relapse and, from all 
indications, become a chronic hospital patient. 

Vegetative history: "Normal birth; right after her birth 
mother became ill. In spite of that, she tried to breast-feed her 
for four weeks, though not having enough milk. The infant 
was then taken to a clinic where they set up a formula for 
proper bottle feeding. Throughout her life she remained a poor 
eater. Preference was always given to sweets. Intestinal difficulties 
were always present. 5 * 



CASE XXXII 

A TWENTY-SIX-YEAR-OLD patient was admitted to our 
institution in 1955 in a state of severe catatonic behaviour. 
She came to us from a State hospital where she had spent the 
last two years. Her weight on admission was eighty-four 
pounds. She was emaciated, severely hallucinating and in a 
state of apathy. The illness dates back approximately five 
years, at which time she was treated in another hospital, 
responding well to ECT. She relapsed soon after treatment 
was discontinued, however, and was then admitted to our 
institution. She responded well to eighteen ECTs, seven of 
them followed by acetone inhalations. During the treatment 
period, she gained almost thirty pounds. Recently she was 
given a job as a nurse's helper at our institution and is now 
permitted to visit her parents over week-ends, still remaining 
under our care and treatment. 

The vegetative history reads as follows: "She was born 
normally and was breast-fed for about two months; she cried 
for long periods, was very restless. Then she was put on a 
formula; she vomited a great deal, but after initial difficulties 
her condition improved. When eight months old she developed 
a 'type of dysentery' and lost weight again [the exact amount of 
weight loss could not be elicited]. She developed later a great 
desire for sweets. In the late teens she gained heavily; her 
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weight increased to 140 pounds, and this was maintained until 
a few years ago, when she suddenly started dieting and lost 
excessively, down to eighty-four pounds. This was approximately 
around the time of the reappearance of her illness." 



CASE XXXIII 

A THIRTY-YEAR-OLD female schizophrenic (paranoid) was 
admitted to our institution in 1948 for ten weeks. One year of 
preceding psychotherapy had given but limited improvement 
of her basic symptoms. The onset of the illness dates back to 
1946, the time of her second pregnancy. On admission she 
was highly confused, with paranoid ideas; she was in a constant 
fight with herself whether or not she loved her children; she 
felt very far away from anyone she originally had loved. Severe 
suicide danger was present. For many hours she scribbled in 
illegible fashion. She monologued: "I don't care how big a 
baby I am for the rest of my life ... I'm going to be a baby 
and I wanted to be babied, that's all there is to it . . ." During 
the last year she had become increasingly dependent on husband 
and parents. 

The vegetative history is as follows: "The birth was normal 
and she weighed ten pounds; her weight decreased to eight 
and a half pounds within four to five days. She was breast-fed 
on a three-hour schedule. She kept crying almost throughout 
the night and was 'colicky 1 . She must have been a very hungry 
baby. On the strict advice of the physician she was exclusively 
breast-fed for eight months; then additional food was given. 
When two years of age, she had severe intestinal pain; her 
stomach and intestines have remained a 'weak* point in her 
body up to the present. At thirteen she weighed 170 pounds, 
ate everything that was fattening, and loved sweets; then 
suddenly she lost twenty-five pounds. In 1941, the time of 
her marriage, she weighed 113 pounds. The desire to overeat, 
especially sweets, has been outstanding up to the present." 

This patient has remained under our care and supervision 
for the last eight years.- She sees us on the average of once a 
month, at which time she discusses her problems and receives 
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ECT. Four of these treatments were recently combined with 
acetone inhalation, which seemed to lengthen the interval 
period. There are frequent oscillations in her condition, often 
relieved by telephone discussions. We are thoroughly convinced 
that without the care given to her she would have become a 
chronic hospital patient long ago. 



CASE XXXIV 

A TWENTY-SEVEN-YEAR-OLD schizophrenic woman (paranoid) 
came to us first in 1954 and has spent about six months in our 
institution, partly employed during this time. 

On admission she talked haltingly, showed peculiar body 
tremblings and was quite confused, in a state of severe depres- 
sion. There existed a great attachment to her mother and 
aloofness concerning her father. She spoke very conscientiously 
about having had a homosexual relationship seventeen years 
previously (age ten!). She dates the beginning of her with- 
drawal to that time because she "felt so ashamed of it". Now, 
she preferred to be alone and went outdoors only when it was 
dark. Her "homosexual" fears were the "main reasons" for 
her depression. 

Intensive psychotherapy combined with thirty-four ECTs 
(nine of which were followed by subcortical stimulation and 
fourteen by acetone inhalation) and administration of Thorazine 
for more than a half-year changed the condition to a point of 
such improvement that she was accepted for a rehabilitation 
programme. For nine months she attended school again, 
learning shorthand, book-keeping and typing and finally 
secured a good job, still remaining under our protection. 

Vegetative history was given by the mother: "She was an 
instrument baby. I tried to breast-feed her, but after three 
weeks she had to be put on a formula. She was always hungry, 
and we had difficulty in finding the right formula. She was 
restless and had 'colics'. Even in her sleep she seemed to be 
'active'. As a small child she began craving for sweets; this 
has continued up to the present. There were abdominal 
pains from the second year up to the eighth or ninth, with 
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periodic spells of vomiting. At times she could not tolerate any 
food." 

Again we can see all the vegetative stigmata from the 
beginning of her life up to the present time, checked only when 
measures influencing the vegetative brain were administered. 
Psychotherapy, in our mind, was here important only to the 
extent to which we succeeded in changing her external mode of 
living; dynamic explanations were purposefully avoided. 



CASE XXXV 

As stated previously, we have treated a small series of patients 
with acetone inhalation combined with Pentothal sodium 
narcosis, without the preceding administration of ECT. It 
has been our impression that certain chronic patients benefit 
to a higher degree by this mode of treatment. 

A thirty-eight-year-old male schizophrenic, hallucinating, 
completely withdrawn and mute, started to isolate himself 
around the twenty-second year of life and stayed in bed most 
of the time. He was seen by various physicians, spent a few 
years at State hospitals, and has been with us intermittently 
from 1951 up to the present time. He lives life by himself, 
neglects himself thoroughly and eats a great deal, preferably 
sweets, especially in recent years. There has been a close 
attachment to the females in the family and a complete aloof- 
ness towards the father. When the father died a few years ago, 
there was no visible reaction on the part of the patient. 

In the course of the years he has been given various forms 
of ECTs, both single and multiple, and some of the ECTs 
were followed by acetone inhalations. But a reaction recently 
observed was surprising. When he was given Pentothal sodium 
combined with acetone inhalation only, lasting sixteen and a 
half minutes, followed by a sound sleep, his responses in the 
afternoon were completely different from those observed in 
the forenoon. He suddenly showed increased interest in his 
environment, began to talk more fluently and to sing in a 
joyous mood, which he would have continued for a longer 
period had he not been given sedation at bedtime. We report 
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this as an observation only, without attributing great significance 
to it. 

The vegetative history shows that he was breast-fed for 
eight or nine months exclusively, and that he was an unusually 
quiet baby (semi-stuporous [?], which is the outstanding 
symptom up to the present day). While still on exclusive 
breast-feeding, he developed a severe case of whooping cough 
"with attacks during which he turned black*'. Concomitant 
with his schizophrenic manifestations he exhibited "a tre- 
mendous desire for sweets; he eats any kind of sweets, goes 
out and buys chocolates, ice-creams, candy bars and many 
things like that". He has greatly gained in weight. He often 
refused to eat regular meals, but consumes sweets at any time. 

This observation, similar to those in two other instances, 
demonstrates that in certain deeply regressed patients, refrac- 
tory to other treatments, more favourable therapeutic results are 
obtained by the procedure described. We feel that in this 
manner we probably imitate more closely the alimentary 
disturbance existing soon after birth. 



CASE HISTORIES II 
Re-establishment of "Symbiotic" Relations 



NOTE 

WE now leave the presentation of cases demonstrating the 
existence of an early traumatic disturbance and its future 
consequences leading to the manifestations of a schizophrenic 
process. We have another twenty-seven cases in our recent 
files, and we would probably find many more in old records 
had attention been systematically directed, years ago, towards 
the earliest life history. To describe more cases similar to those 
on the preceding pages would be repetitious. 

Scattered in the literature there are observations on early 
hunger frustration. We especially want to mention Lauretta 
Bender (120) and Margaret Mahler and Bertram Gosliner (121). 
Though there are not as yet any pertinent animal experiments, 
it is worth referring to the last-mentioned authors, who report: 

"In animals the absolute dependency on a mother animal 
is brief. Yet one can observe that pups prematurely taken 
from the mother are insecure and are considered somatically 
and dispositionally less stable. Dog breeders furthermore 
advise that if one has the choice of the litter, the procedure 
by which we can be sure of getting the best pup, is to 
watch the bitch with the litter and pick the preferential 
pup." 

We shall now present a series of cases in which we actually 
tried to re-establish a "symbiotic" relationship as the means 
of attacking an existing schizophrenic process. It is a well- 
known fact that favourable therapeutic results can be expected 
if one creates the proper climate and circumstances. This can 
be done only if the therapist remains flexible, being directed 
by the respective needs. 

As examples, four case histories (from a series of eight) 
will be described. These patients were refractory to initial 
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therapeutic approaches but changed in behaviour when cir- 
cumstances were created which approximated nature-given 
constellations. Successful results were obtained when a mother, 
or a father, or a husband, or a sibling was included in the 
psychotherapeutic process, not only for consultation: the indi- 
vidual lived with the patient during the treatment period, at 
the institution, and was present during the interviews. 

In all these instances, there was an early history of hunger 
trauma. The outstanding symptom of the syndrome was an 
insatiable craving for dependency. The person to whom this 
craving was directed was asked to co-operate. This procedure 
served as a basis for overcoming the dependency and for making 
"object choices" possible. 



CASE XXXVI 

THIS is the history of Nathan and his entire family. About 
nine years ago the patient began to act suspiciously, accusing 
his wife of having illicit relations. This condition persisted in 
varying degrees. Several times police had to be called to the 
house because he threatened to injure his wife and children, 
He was admitted to our institution in 1954 because of a severe 
paranoid condition, mostly concerning the "unfaithfulness" of 
his wife. Homicidal wishes were clearly seen. The wife could 
not bring herself to send him to a State hospital for several 
reasons: at intervals he was a good father and a good husband; 
and he also had continued almost uninterruptedly his work as 
a skilled labourer. 

Soon after the admission we could see that this patient 
could be treated only in the presence of the wife-mother and, 
moreover, if the children were also present, so that we would 
be in a position to observe their mutual relationships. Out- 
standing was a most strong dependence on his wife. Almost 
immediately with the re-creation of a dependent situation 
within the institution, under the protection of a giving father 
(the therapist), the symptoms disappeared. We fully realized 
that these were only temporary results and that a return to his 
former living conditions would bring the illness again to "full 
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bloom". That had happened previously time after time. Very 
few, six in all, ECTs were given, three of them followed by 
acetone inhalations. The patient soon returned to work, but 
we kept the wife and children at our institution, sent the 
children to school, and had the wife work. The husband was 
permitted to visit them only on week-ends. On such occasions 
the therapist spoke with him. In such discussions he did not 
attempt to delve into the deeper dynamics of paranoid thinking. 
Nothing ever came up leading to discussion of repressed 
homosexuality, though it was obvious that the men with whom 
he suspected his wife of having sexual relationships in his 
thinking were his own love partners. What developed was a 
deep attachment of patient to therapist. A man in his late 
thirties, he always embraced and kissed the therapist at the end 
of a consultation. But it was clear that this demonstration of 
affection had nothing to do with homosexual overtures; it 
resembled a child's appreciation of a good parent. His paranoid 
thinking, though deeply rooted and not of the character of 
fleeting paranoid ideas, as frequently seen in nonschizophrenics, 
could be influenced by establishing such a warm relationship, 
whereby we felt that we fulfilled a child's desire. 

Nathan cannot be considered normal or anything close to 
it, but his paranoid acting-out is less intense, homicidal threats 
and occasional states of violence have diminished, and the 
family still lives as a unit with less danger present. The prog- 
nosis for the future seems favourable, since the patient leams 
progressively how to build a fence around his paranoid ideas; 
he shows decreased irritability; the former violence is absent 
and the attachment to the psychotherapist seems firmly rooted. 



CASE XXXVII 

THE case of Stella is important because here again the inclusion 
of a family member was the only way to facilitate favourable 
therapeutic results. Admission to our institution of this seven- 
teen-year-old female patient occurred in 1955. Two years 
before she suddenly went on a diet eliminating "all starchy 
stuff". She starved herself for two and a half months, and her 
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weight decreased from one hundred and twenty-five pounds to 
eighty-five pounds. At the same time she was treated psychia- 
trically, but she still attended school and did relatively good 
work. Finally she broke down and was admitted to a private 
institution for seven weeks, where she received ECT combined 
with insulin shock treatment. She regained twenty pounds and 
went home, but soon relapsed and demanded that the parents 
separate and that she and her mother live alone in another city. 
This was actually done. As long as she was alone with the 
mother, conditions were somewhat improved. Certain psychotic 
manifestations remained: she collected worthless paper clip- 
pings, wrote bizarre notes on the margins of such papers, and 
saved all this in order to "write a book". 

The vegetative history reads as follows: "Emergency 
Caesarean delivery. Normal birth weight [details unknown], 
was entirely breast-fed for three months, this followed by 
exclusive bottle-feeding. For the first three months colics. 
This ended around the fourth month and she became less 
restless." Her psychotic manifestations started around the 
thirteenth year of life, accompanied by overeating and under- 
eating. She neglected herself and had only one wish, to be with 
her mother without her father. 

We soon recognized that this patient, regressed only in 
certain areas, could be handled well if we would follow her 
wishes and reunite her with her mother. They were given a 
room together at our institution; the father was not permitted 
more than an occasional short visit. There were nights when 
the patient kept the mother awake till early morning hours, 
constantly talking about herself, her systems, her desires, etc. 
The strain on the mother was excessive; this the more since the 
mother had to leave for work early in the morning. Thus far 
fourteen ECTs, nine of them followed by acetone inhalations, 
have been given, mostly at a time when states of panic arose or 
when the depression intensified too gravely. 

We succeeded with our programme. After the most severe 
resistance to returning to school, the very gifted patient finally 
agreed to go back (after an absence of one and a half years). 
In a very short time she began to do excellent work. Her habits 
of collecting useless materials, especially newspaper clippings, 
diminished. Two rules were adhered to: her mother was not 

132 



CASE HISTORIES 

permitted to criticize her collecting papers or to intrude into any 
of her habits. The therapist on his visits inspected her desk 
drawers to find out whether she continued collecting and 
scribbling. Several times he ordered that the vari ous accumu- 
lated materials be burned in the presence of the pati ent, meeting 
no serious resistance on such occasions. No adverse reactions 
followed such "severe frustrations". In fact, the fears and 
panic reactions of former times did not reappear in their old 
strength. A close "transference relationship" on a nonverbalized 
basis developed and is increasingly intensifying. No dynamics 
are explained to the patient, rather they are acted out. Her 
mother still remains with her. It is our prognosis that in about 
a half-year we can release the mother and the patient will be 
strong enough, with the therapist's support, to go through high 
school and to accept further education. 



CASE XXXVIII 

THE story of Bill will be presented with quotations taken from 
tape-recorded interviews. It is an interesting story mainly for 
the reason that the early hunger trauma was repeated, though 
in a different form, leading to a catatonic schizophrenic state 
at the age of fourteen. 

The patient was brought to us early in 1955 from another 
hospital, where he had been treated for about two weeks 
because of catatonic excitement. The outstanding symptoms 
were hallucinations, fears of being poisoned, continuous rest- 
lessness and refusal to eat. He was afraid that Hs mother was 
going to die. On two occasions when his mother visited him 
he did not recognize her and thought she was someone else. 
He had to be kept under strong sedation. Important was the 
fact that when the mother was permitted to see Mm, he, after 
the expressions of initial fears and misidentifications, calmed 
down and spoke in an almost normal fashion. 

Prior to hospitalization, he acted strangely in his home: 
"Mother, let's go somewhere, there are other people here." 
Attending a wrestling match, he suddenly became panicky and 
explained: "The two men next to me are gangsters, they're 
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going to kill us." He was seeing different objects on the walls, 
felt that people were spying on him, etc. The intensification 
of this condition made hospitalization imperative. There were 
important events: Bill's mother has always been a fearful 
individual and instilled fear in her boy. For instance, she slept 
with a light in her room at night, warned him always to be 
careful on the streets, etc. But most important was the recent 
castration-fear produced by her. She had asked him about 
masturbation activities, which he reluctantly admitted. Mother 
warned him "not to do such things, they could be harmful". 
Soon he demanded to go to a physician "because the other 
boys told him that his penis was too small". The boy was 
then sent to a physician who "gave him a series of hormone 
shots". 

We admitted the highly disturbed patient and insisted that 
the mother remain with him in the same room at the institution. 
We recorded most of the conversations between child and 
mother and also interviews between the therapist and Bill, and 
the therapist and the mother. Outstanding was an extreme fear 
on the part of Bill, a fear of separation. The boy stood in 
cataleptic positions most of the time with outstretched arms. 
It was repeatedly seen, and could almost be reproduced at will, 
that when the mother was in his room, especially during the 
first period of catatonic excitement, the patient stood erect 
and stiff, yelling: "She's a bad mother, she is a bad mother . . ." 
He repeated this sentence endlessly. When the mother was 
ordered out of the room and Bill did not see her, he yelled: 
"She's a good mother, she is a good mother . . ." (The 
interpretation of this behaviour is well understood: it is the 
clearest and probably the earliest form of expressing ambi- 
valence.) 

Not more than two days were required to calm the patient 
while the mother was present. The mother was almost ex- 
hausted, because the patient demanded her for almost twenty- 
four hours a day, requesting constant and exclusive attention 
(symbolic for "please feed me constantly or I'm going to 
die"). The mother co-operated though it was difficult for 
her. 

After the patient had been free of symptoms for almost one 
week, the therapist made a suggestion which, as he soon 
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recognized, was a mistake. He suggested that Bill, now needing 
several weeks of rest and better climate, should go to a resort 
with just his mother. This immediately produced a complete 
return to psychotic behaviour, with cataleptic positions out- 
standing. The therapist apparently made the mistake of 
favouring a situation which must have produced great anxiety, 
a situation where seduction by the mother and acting-out of 
oedipal wishes by Bill was sanctioned by the therapist. Only 
with the revocation of such a trip did the patient revert to 
"normal"; he then could be discharged from the institution. 
He returned to school and has been attending classes regularly 
since, though he probably will not go on for higher education. 
A great deal of therapy was given to the mother in order to 
help her grow, to give up her demonstrative fears, to abstain 
from any talk about masturbation (castration and seduction in 
one), and to devote herself fully to the patient. 

We shall not omit the earliest history: normal birth, infant 
was breast-fed but "milk was no good" and he was nursed only 
for about a week or two; from then on there was exclusive 
bottle-feeding. We can safely state that there were two weeks 
of severe starvation. 

What we have to deal with in the case of Bill, so clearly 
seen, are castrations on two levels: the first is the hunger- 
castration at the beginning of life; the second is castration-fear 
instilled due to enforced confessions of masturbation. The 
"new castration" reactivated the original one, served, so-to- 
speak, as a trigger. This then led to the schizophrenic psychosis, 
during which, besides hallucinations and delusions, a most 
severe ambivalence towards the mother was the outstanding 
symptom. 



CASE XXXIX 

A TWENTY-FOUR-YEAR-OLD identical twin was admitted to 
our institution in 1954 because of change in behaviour, observed 
especially during the last year. She became increasingly with- 
drawn, depressed and unable to work. The diagnosis f ^fas left 
open, but various symptoms pointed in the direction of a 
schizophrenic illness. Psychotherapy was administered for 
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about two months, but her therapist soon felt that institutional- 
ization was imperative. She was admitted for only a short 
period. During that time she behaved seclusively and refused 
to speak to others. She had recently changed her eating habits 
and had become a vegetarian; also she complained about 
frequent stomach aches. 

There was a great rebellion against her twin. All the efforts 
of the last few years concerned separating herself from her 
twin, to 'lead a life of her own". There was competition, 
jealousy and finally thorough isolation. 

We felt that there was a great emotional dependency on 
the homozygotic twin, who had developed much better though 
she too felt the need for therapeutic help and had spent many 
hours with psychotherapists during the last two years. Out- 
wardly, the hostility and aversion of our patient towards her 
sister was described as a reaction to the sister's superiority and 
tendency to "lead", which was undoubtedly true. The sibling 
had made a much better adjustment to life and work and had 
found male friends, though this did not lead to any worth-while 
love relationship. 

Our patient's conflicts were not only expressed in her 
wordings: when we advised her (and she was quite a talented 
artist) to express herself in painting, she presented us with a 
picture showing two little naked persons, each one standing 
on a cliff, separated by deep waters, and the attempt of coming 
together would have meant falling down and drowning. This 
painting was most informative to all who knew the patient and 
little interpretation was needed: a complete isolation with a 
desire for reunion, but attempted reunion on a level which 
meant earliest vegetative life. 

We insisted that both sisters attend the psychotherapeutic 
sessions together. Initially, there was great resistance on the 
part of our patient. On the first visit of her sister to the institu- 
tion, our patient refused to look at her, though she offered her 
hand for a handshake without moving her body towards the 
sister. Nothing was spoken during this visit, and it was ter- 
minated after approximately ten minutes. It was then made 
clear to both of them, in separate interviews and these were 
the only two interviews held separately that unless they 
accepted one another, regardless of how grave the initial 
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conflicts might be, there would be no help for either of 
them. 

Here are a few quotations from tape recordings of the 
"triangular interviews" (the twins and the therapist): ". . .We 
tend to be together too much and don't seek other people 
when we have each other; we think we prevent each other 
from doing what we both think we should do [meaning separa- 
tion] ... I do feel, perhaps I haven't admitted it to you, a 
certain jealousy ... I was depressed at times, being very 
anxious, insecure and not in a very pleasant or comfortable 
state of mind ... I don't know whether that is a carry-over 
from thoughts of what I'm going to do in the future, regardless 
of whether I will be with my sister or not . . ." 

It makes no difference to whom, in this report, one or the 
other sentence is ascribed. They both made about the same 
remarks, pointing in the direction of a disturbance resulting 
from attempts to separate the inseparable. The advice of 
separation was given by many in the belief that "this will be 
a beginning of independence". 

After an early discharge it was advised that they live together 
and that they have friends in common; they were told that 
further psychotherapeutic sessions would be given only if 
they could be held in a triangular form; their initial desires 
for individual therapists treating them separately was rejected 
and it was explained that such desires were born from resistance 
only. 

The reports recently given to us by a third person, able 
closely to observe their progress, indicates that they are 
doing well, personally and professionally, that they spend 
a great deal of their time together with less conflicts, and 
that they are also able to establish friendly relationships with 
others. 

The fixation on the mother is strong; at the same time there 
is great resentment towards her by both, outwardly caused by 
the fact that in recent years she too had advised their separa- 
tion. But the vegetative history indicates that there must have 
been, in earliest infancy, a severe fixation derived from an 
early vegetative disturbance: "They were born instrumentally. 
Our patient weighed found pounds ten ounces, and the sister, 
four pounds four ounces. There was a very short time of 
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breast-feeding because of a lack of milk'. Then they were put 
on a formula, but they developed diarrhoea for two months 
and lost weight [quantity unknown]. At this time they could 
not stand any milk, and the physician gave therefore 'only 
water with a little milk' besides the various medicines to 
combat the diarrhoea." 
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CONCLUSION 

WE believe that we must have convinced the reader of the 
existence of the early hunger trauma and the relation of such 
a trauma to the later schizophrenia. We consider the schizo- 
phrenic process but a repetition of the earliest trauma, modified 
and masked by expressions of a higher developed ego and 
differing from the pre-ego-state during which the original 
trauma was experienced. We believe that we have cited enough 
evidence to show that in a schizophrenic state, especially in a 
fully-developed one, the earliest trauma can be seen in expres- 
sions which, though often distorted, are identical with the 
original ones. The trauma, we are sure, is a somatic as well as 
a psychological one, of such dimensions that it determines the 
outcome of the future fate of an individual. 

This is just a beginning. Many questions arise which 
cannot yet be answered. A study of primitive societies will 
become necessary to ascertain whether or not typical schizo- 
phrenias develop in cultures where the mother nourishes her 
infant continually, so-to-speak. There are indications that in 
such societies schizophrenias, at least in the forms we see, are 
extremely rare. We have personal information though not 
necessarily too reliable that, for instance, in non-industrial 
Southern India schizophrenia is seldom seen. The mothers 
allegedly have their infants bundled close to their breasts (a 
confirmation of observations reported by Margaret Mead and 
Frances Cooke MacGregor [122]) and permit them, just as 
animals do, to be suckled whenever the slightest desire should 
arise. In regions closer to industrial districts, where mothers 
work, the rate of schizophrenia is rising. It would be most 
important to study primitive societies systematically, especially 
with respect to the earliest history of those afflicted with 
schizophrenia, in order to examine if, owing to some unusual 
situation, there was starvation during the first few weeks of life. 
Such examinations would give us direct proof. 
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We have gathered various additional observations in our 
files: in instances where no clear-cut schizophrenia has devel- 
oped, but rather a clinical picture that may be called "obses- 
sional neurosis", or "borderline schizophrenia", or "early 
character deviation", with only some of the stigmata enumerated 
in our syndrome, we have found vegetative disturbances around 
the first half-year of life, the time when cortical development 
is already in progress. 

Here is but one example from many: a sixteen-year-old, 
well-developed boy, who has recently been doing poorly in 
school, is highly aggressive towards his parents, especially 
the father; he shows signs of pre-delinquency, and most of 
the time is in a state of moroseness and sulkiness. His 
Rorschach is like that of a schizophrenic; the clinical staff 
was split in its opinion as to the diagnosis. Furthermore, we 
became impressed that one could rationalize with him and we 
felt that a change in environment would change his behaviour. 
The vegetative history showed no disturbances until the sixth 
month of life, when he suddenly developed diarrhoea, with 
fourteen to twenty stools per day, accompanied by loss of 
weight. Hospitalization then became necessary. 

The number of such cases observed by psychiatrists is 
legion. In such instances, the earliest hunger trauma is missing. 
There is, in our opinion, a spectrum of personality dis- 
turbances from those in which the trauma occurred in the 
earliest, pre-ego, stage of life (schizophrenia) to those in 
which the trauma occurred in various later stages of early 
ego development (neurosis). Our conception leads to the 
assumption of chronological law concerning the genesis of 
mental illness. 

As far as we know, no research has been conducted on the 
questions of medullation of the brain in schizophrenics. The 
early studies of Flechsig (123) would serve as a basis. It is 
conceivable that because of the great strain attributed to the 
vegetative brain resulting from the early hunger trauma, a 
functional-organic overcathexis of the vegetative brain could 
hamper the slow-progressive medullation of higher centres. 
Such a disturbance would not necessarily produce clinically 
visible symptoms, but it could produce a locus minoris resis- 
tentiae. If such circumstances can be verified by histological 
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examinations, a new light will be thrown on the subject of 
schizophrenia. 

These and many more questions are open for discussion. 
We believe that we have made a modest contribution to a 
foremost problem, and we feel justified in emphasizing that 
the first year of life, from the time of physiological "decerebra- 
tion" up to that period when earliest cortical cerebration occurs, 
is the decisive period for all future development. 
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GLOSSARY 



Abreaction A term used in psychoanalysis and referring to mental 
processes in which forgotten memories and experiences are 
relived with appropriate emotional display followed by relaxa- 
tion. 

Acetone A colourless liquid, C 3 H 8 O, clinically seen in measurable 
quantities in blood and urine during states of hunger, also in 
diabetes, on the basis of metabolic disturbances. 

Acetonuria Presence of acetone in the urine. 

Agnosia (visual) Identical with cortical blindness, caused by 
injury, tumour, etc., of the occipital lobe of the brain. 

Agoraphobia Dread of open spaces. 

Allantoic (fluid) Fluids surrounding the foetus in the intra- 
uterine state. 

Ambivalence The co-existence of antithetic emotions or attitudes 
towards a given object. 

Apnea Cessation of respiration. 

Artifact Something produced or modified artificially. 

Asphyxia (asphyctic) A state where increased carbon dioxide in 
the blood and tissue and a lack of oxygen exists. 

Asthenia Weakness, lack or loss of strength. 
Ausnahme-Zu$tandK state of transcendence. 

Autism (autistic) A form of narcissism with symptoms of with- 
drawal, with phantasies, hallucinations, delusions, etc., fre- 
quently seen in schizophrenia. 

Autoerotism An early stage of libido (Freud). A self-generated 
erotism, gratified in relation to the person alone (Jones). 
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Bulimia Insatiable appetite. 

Carcinomatosis The condition of widespread dissemination of 
cancer throughout the body. 

Catabolism A downward series of changes by which complex 
bodies are broken down into simpler forms. 

Catalepsy A morbid state of consciousness in schizophrenics, 
usually trancelike, in which there is a loss of voluntary motion 
and a peculiar plastic rigidity of the muscles. 

Cataleptic Pertaining to or affected by catalepsy. 

Catamnesis (catamnestic) The medical history of a patient 
after a given illness, a follow-up history. 

Catatonia (catatonic) A form of schizophrenic disorder; the 
syndrome called catatonia is characterized, as a rule, by stupor 
or by overactivity, by negativistic reactions, impulsive or 
stereotype behaviour, 

Cathect To charge with, to infuse with psychic energy. 

Cathexis Concentration of psychic energy upon a given object. 
Jones defines it as "charge of energy, investment (of an idea) 
with feeling and significance' 1 . 

Cerebration It denotes in our context progressing functional 
activity of certain portions of the brain, concomitant with 
accomplished medullation. 

Cortex The outer layer of the brain, composed mainly of grey 
substance. 

Cortical Pertaining to the cortex of the brain. 

Countertransference The response by the analyst to the patient's 
interest through a stirring up of his own repressed inclinations; 
his emotional reaction to the patient's transference. 

Cyanosis Blueness of the skin due to insufficient oxygenation of 
the blood. 

Decerebrate (rigidity) A state of muscle rigidity (tonic-tetanic 
most prominent), often accompanied by a fine tremor, this 
caused by eliminated function of the brain cortex (Sherrington). 
It denotes the appearance of subcortical syndromes. 

Decerebration Relating in our context to portions of the brain 
not yet medullated and therefore not yet in a state of activity 
of responsiveness. 
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D&jh vu One speaks of it when an individual, upon receiving 
something he has never seen before in reality, has a distinct 
feeling that he has had the experience sometime in the past* 

Diencephalic Pertaining to the interbrain. 

Diencephalon The interbrain, the between brain, from which 
are developed the thalamus, hypothalamus, pineal body and 
the optic nerve. 

ECT Electro-convulsive treatment, identical with electro-shock 
treatment. 

Erogenic (erogenous) An organ or organic system invested with 
erotic or libidinal instinctual quality is called an erogenic or 
erogenous zone (oral, anal and genital). 

Etiology The study or theory of the causation of a disease, 

Facilitatory Pertains to the facilitatory region of the reticular 
formation of the brain (in midbrain, diencephalon and down- 
wards). It influences the spontaneous electrical activity of the 
cerebral cortex. 

Folie h deux It denotes a condition where two persons, closely 
associated with one another, suffer from a psychosis simul- 
taneously, whereby one member of the pair appears to have 
influenced the other (double insanity). This term is used in our 
context in a wider sense. 

Glycosuri Appearance of sugar in the urine. 
Hallucinate The act of experiencing hallucinations. 

Hallucination An apparent sense perception of an external object 
while no such object is present; one of the most frequent 
symptoms in schizophrenia. 

Hebepkrenia (hebephrenic) A form of dementia prapcox or 
schizophrenia beginning early in life, marked by rapid emo- 
tional deterioration, hallucinations, delusions, mannerisms, etc. 

Heteroajygotic (twin) Pertaining to dissimilar genes, non- 
identical. 

Hg Mercury (used in measuring blood pressure). 

Hippocampal Pertaining to a formation which represents the 
cortical part of the olfactory system. It has been suggested that 
it is a centre for the "oral" sense, concerned with feeding 
reflexes (Edinger), important for vegetative regulation. 
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Homeostasis A tendency to uniformity or stability in the normal 
body states of the organism (Camion). 

Homozygotic (twin) Identical twin. 
Humoral Pertaining to the fluids of the body. 
Hyperglycaemia Excess of sugar in the blood. 

Hyperpnea Abnormal increase in depth and rate of the respiratory 
movements. 

Hypnotherapy The treatment of a disease by means of hypnotism. 

Hypothalamus A portion of the diencephalon intimately related 
to all kinds of vegetative activities (water balance, internal 
secretion, sugar and fat metabolism, temperature regulation, 
etc.) ; an organ of greatest significance in earliest stages of life. 

Insulin shock A form of treatment used on psychotic patients by 
producing a coma through the administration of insulin. 

Involutional imbalance Pertaining to abnormal mental states, 
mostly depressions, occurring during later years of life. 

Ketone In our context, referring to acetone. 

Ketonemia The presence of Ketone (acetone) bodies in the blood. 

Ketosis A condition marked by excessive formation of ketones in 
the body. 

Libido (libidinal, -nous) The term is applied to the motive power 
of sexual life; often used for psychic energy in general. 

Limbic system Relating to the limbic lobe (Broca) found as a 
common denominator in the brain of all mammals. Recent 
studies have shown its importance for viscerosomatic and 
emotional reactions. 

Masochism When sexual satisfaction depends upon the subject 
himself suffering pain, ill treatment and humiliation. (Freud); 

Meconium A dark green material in the intestines of the full- 
term foetus, foetal stool. 

Medullation (medullate) The process of acquiring a medullary 
sheath in the course of the organic development of the nervous 
system. The functioning of respective portions of the brain 
depends on the medullation. 
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Metabolism The sum of all physical and chemical processes by 
which living organized substance is produced and maintained, 
by which energy is made available for the uses of the organisms, 

Metabolite Any substance produced by metabolism. 

Metastasis The transfer of disease from a primary focus to a 
distant one. 

Midbrain Identical with mesencephalon, the middle of three 
primary divisions of the embryonic brain. 

Mnemonic Pertaining to memory. 
Myelinization Identical with medullation. 

Neopallium The pallium of the cortex (which is of more recent 
origin) as distinguished from older portions (archi-pallium). 

Neurosis A disorder of the psychic or mental state. Freud sub- 
divides neuroses into : (a) a transference neuroses, in which 
there is a capacity to transfer feelings or affects to another 
person, (b) narcissistic neuroses, in which libido is bound 
essentially to the ego and is not subject to natural displacement 
to another person. 

Occipital Pertaining to the occiput, the back part of the head. 

Paranoia A chronic slowly progressive mental disorder charac- 
terized by the development of suspicions into systematized 
delusions, exhibited in a logical form, but based on a false 
premise. 

Paranoid Referring to clinical states that occupy a position 
between paranoia and the paranoid (mainly delusional) form of 
schizophrenia. 

Pathogenic Giving origin to disease or morbid symptoms. 

Pathognomic Specifically distinctive or characteristic of a disease 
or pathologic condition ; a sign or symptom on which a diagnosis 
can be made. 

Penthothal A fast-acting barbiturate, used mostly intravenously. 

pH The symbol commonly used in expressing hydrogenipn con- 
centration, the measure of alkalinity and acidity of fluids. 

Phylogenesis (phylogenetic) The evolution of the ancestral 

history of a race. 
Post-partum psychoses A mental disturbance of the mother 

occurring after childbirth. 
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Frefrontal lobotomy An operation in which the white matter 
of the frontal lobe of the brain is incised, leading to the sever- 
ance of certain fibres. 

Psychogenetic Relating to the development of the mind. 

Psychopiaarmacology The study of the action of drugs on 
psychological functions. 

Pylorospasm Spasm of the pyloric portion of the stomach. 

Sadism A certain instinct always remaining within the individual; 
a compound of the libido directed outwards, having the 
character of aggressiveness and destructiveness. 

Sado-masochistic Characterized by both sadism and masochism. 

Schizopathology (-ical) The science dealing with functional 
disturbances which are considered causative agents of schizo- 
phrenic symptoms. 

Schizophrenia Bleuler's term for dementia praecox which, 
according to his interpretations, represents a cleavage or 
fissuration of the mental functions. 

ScMzophysiology (-ical) The science which deals with the study 
of certain portions of the vegetative brain, the ^stimulations of 
which produces schizophrenialike symptoms. 

Scoptophilia (scoptophilic) Sexualized pleasure derived from 
looking at certain objects. 

Sibling One of two or more offspring of the same parents, not 
born simultaneously. 

Somatic Pertaining to the body, especially the framework of the 
body. 

Splanchnic Pertaining to the viscera. 

Stigmatizations A condition due to or marked by stigmata (men- 
tal marks or peculiarities) which aid in the identification and 
diagnosis of a condition. 

Subcortical Situated beneath the cortex of the brain. 

Symbiosis (symbiotic) The living together or close association 
of two individuals. In our context, denoting the close emotional 
association, mostly of mother and child, far beyond the early 
age. 

Syndrome A group or set of concurrent symptoms, which together 
are indicative of a disease. 
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Trauma Generally, a wound or injury. Used in psychiatric 
language as an emotional injury which may lead later to various 
disturbances (psychic trauma). 

Vegetation fixation Pertains to early alimentary disturbances 
which (as seen in schizophrenics) create a point of lower resis- 
tance upon which the later illness develops. 

Vegetative history The study of early nutritional and metabolic 
occurrences. 

Vegetative remembrance This denotes a later acting-out of the 
early disturbance, not consciously known to the schizophrenic, 
but shown in his attitudes. 

Vegetative stimulation The electrical or pharmacological 
stimulation of lower portions of the brain (the vegetative brain). 

Viscerality Used in our context as a so~to-speak elongation of 
orality. Pertains to visceral disturbances as a continuation of 
original oral frustrations. 



